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EXECUTIVE SUMMARY 
Introduction 
Injury is the fourth leading cause of death in Australia.  Injury rates in Queensland are 
amongst the highest in Australia and 21.5% of people surveyed for this research 
reported that their lifestyle or that of an immediate family member had been 
permanently affected by injury.  Injury results in over 40,000 hospital admissions and 
200,000 attendances at hospital Emergency Departments in Queensland each year.  
Queensland's death rate from injuries is higher than the national average, with 
consistently higher rates of deaths related to transport injuries.  Queensland statistics 
also show higher than national average rates of injuries due to falls, homicide and 
accidental drowning. (Pike, Muller, Baade & Ward, 2000) 
In 2000-01 injuries represented over $4 billion (or 8%) of total health system 
expenditure, and 185,000 disability-adjusted life years (DALYs), or 7% of the total 
morbidity burden of disease and injury in Australia in 2003.  (Begg, Vos, Barker, 
Stevenson, Stanley & Lopez, 2007).  Injury is one of seven key health areas identified 
by the Commonwealth, state and territory governments for priority attention as 
National Health Priority Areas 
The National Injury Prevention and Safety Promotion Plan 2004-2014 (July 2005) 
mapped a vision of governments, private sector and the community working in 
partnership to achieve: 
• Collaborative action by all parties 
• A focus on injuries with the greatest impact 
• Adoption of the principle that injuries are universally preventable. 
 
To achieve this, the Plan proposes action towards achieving a positive safety culture 
and the creation and maintenance of safe social and physical environments for the 
community and identifies children, youth and young people, adults, older people, 
Aboriginal and Torres Strait Islander peoples and rural and remote peoples as the 
priority areas for action.  The Queensland Health Strategic Direction for Injury 
Prevention and Safety Promotion 2008-2011 document acknowledges the national 
plan, and identifies the following priorities for action in Queensland:  
1. Falls in older people 
2. Unintentional early childhood injuries 
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3. Injuries among Aboriginal and Torres Strait Islander communities 
 
Against this background, in 2007 the Queensland Government endorsed A Trauma 
Plan for Queensland which included the establishment of a Queensland Injury 
Prevention Council (QIPC) with the task of improving the quality and coordination of 
injury prevention. To provide an evidence base for its deliberations the Council has 
commissioned QUT to: 
1. Review and analyse existing data relating to injury prevention in Queensland 
and identify trends, gaps in the data and make recommendations for future 
research 
2. Investigate community knowledge, attitudes and behaviours towards injury 
prevention across the State of Queensland  
3. Analyse current injury prevention programs and interventions occurring in 
Queensland and assess their effectiveness in contributing to a reduction in the 
incidence of injuries in Queensland 
4. Identify best buys in research and public health action for injury prevention in 
Queensland  
5. Develop a research plan and associated research tools which can be used to 
replicate these investigations for evaluation and monitoring purposes at stages 
in the future. 
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Method 
The research team conducted an extensive review of the literature, with particular 
focus on comprehensive reviews.  A population-based Computer Assisted Telephone 
Interview (CATI) explored the attitudes, beliefs and behaviour of 1030 Queenslanders 
in relation to injury prevention.  Parents responded on behalf of children aged less 
than 18 years.  Detailed analysis was undertaken of existing data sources including the 
Queensland Injury Surveillance Unit (QISU) data, the Emergency Department 
Information System (EDIS), and the Queensland Hospitals Admitted Patient Data 
Collection (QHAPDC).  Finally injury prevention programs, projects and strategies 
were identified from the literature, key stakeholders and government and non-
government agencies.  These were analysed to try to identify their effectiveness and to 
identify key strategies for future direction. 
 
Patterns and trends for injury in Queensland 
The patterns of injury are similar to those for Australia overall.  Transport crashes 
were the leading cause of death, followed by intentional self-harm and both have been 
well-researched.  The analysis of non-fatal injury using the QISU and QHAPDC data 
in this research focused on intentional, non-traffic injury and identified that:   
• Exposure to sources of heat (especially hot beverages) and poisonings are of 
particular concern in children under 5 years of age. 
• Falls were the most common mechanism of injury in children under 15 years 
as well as in the elderly.  The most common location for falls was the home, 
while in children of school age falls in schools, playgrounds, parks and 
sporting facilities account for a substantial proportion of injury. 
• Contact injuries (particularly with people) are common among boys aged 10-
14 (42% of serious injuries) and men aged 15-64 (37% of serious injuries). 
• Cutting or crush injuries are important during the working years especially 
among males. 
• The median age for hospital admissions from all injuries increased from 
2002/03 to 2006/07, reflecting the aging of the population as well as changes 
in patterns of injuries.  Hospital admissions decreased for animal-related 
trauma and poisoning but increased for falls.   
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Community knowledge and attitudes 
The telephone survey found that  
• More than 80% of participants believed that “most accidents and injuries are 
preventable”.  
• Most participants (97%) claimed that their homes were fitted with smoke 
detectors (less common among rural residents).  Around 30% of participants 
had not checked the operation of the smoke detectors in the previous 6 
months. 
Children: 
• A high proportion of participants (60%) believed that the hot water in their 
bathrooms was hot enough to scald a young child. 
• Parental agreement that “sometimes children fall and there is nothing that can 
be done” was high (78%) and a relatively large proportion thought injury was 
necessary for children to learn (60%).   
• Almost all children aged under 5 years were reported to use a child-dedicated 
car restraint on every trip.  However, early graduation to adult seat belts was 
evident with around 25% of 5 year olds, rising to 75% of 7 year olds, reported 
as using adult seat belts without booster seats.  
• Sixty-four percent of children aged 10-15 years were reported as playing 
organised sports.  Parents believed that sporting injuries in children aged 10-
15 years were caused by overconfidence, falls/bad landings or contact with 
other players.     
• Parents of children aged 16-17 years believed that their child was at greater 
risk of injury as a passenger with a same aged driver than with an adult driver.  
Parents of provisional licence holders believed that the young driver was at 
greater risk of injury when driving than when an adult was driving.  
Inexperience, bravado and illegal behaviour were the three factors parents 
most commonly cited as contributing to injury crashes for 16-17 year old 
drivers. 
Young adults: 
• Young adults who are in an environment where alcohol is served were most 
likely to be deliberately injured by another person and proprietors of licensed 
premises were seen as responsible for preventing these injuries. 
• Risky behaviour after consuming alcohol was common among young adults, 
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particularly males, and high proportions reported engaging in multiple high 
risk behaviours.  
• The majority of young adults and mid-age adults (aged 25-64) disagreed that 
workplace injury is inevitable.  Building/construction or mining industries 
were the most commonly identified industries for serious work-related injury.     
Older adults: 
• Almost 80% of older adults (aged 65 and over) reported exercising daily, 
typically by walking.  However, more conservatively, 36% of the sample 
undertook 2 or more physical activities.  Ill health was the most commonly-
cited barrier to activity.   
• Around one in every two older adults believed that falls in older people are 
inevitable; over 80% think older people in general worry about falls.  
However, only 40% said they personally worried about falls and many had 
installed preventive measures in their homes. 
 
Injury prevention programs in Queensland 
More than 125 injury prevention programs or interventions were identified by 
organisations and health workers.  These were classified according to the injury issue 
addressed (multiple classification where relevant):   
• Transport injury. 
• Work-related injury. 
• Injuries associated with alcohol misuse. 
• Falls of people aged 65 years or older. 
• Sports injuries of younger children (5-15). 
• Burns or poisoning in children (few programs) 
• Water related injuries.   
• Farm injuries including drowning on farms. 
 
Most of the injury prevention programs did not include formal evaluation and 
therefore comprehensive reviews in the literature and meta-analyses were examined to 
identify effective injury prevention strategies (see Tables 7.1-7.8).  The following 
conclusions were drawn from the review: 
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• Training programs alone tend not to reduce injury rates and should be 
designed very carefully in order to ensure that they do not produce unintended 
consequences.   
• Enforcement of legislation appears critical to reducing injury rates.   
• Infrastructure design changes which enhance safety or reduce hazards has 
been repeatedly shown to be beneficial.   
• Community based programs have been shown to be effective in reducing 
injury rates.   
• Effective programs appear to be those targeting falls in the elderly and 
children, sport injury programs, drowning in pools, farm safety, alcohol-
related injuries, road crash-related injury and helmet use amongst cyclists. 
 
Strategic directions for the QIPC 
The results of this research point to the value of a state-wide strategic approach to 
injury prevention.  It is recommended that that the QIPC undertake the following 
broad activities; 
• Identify and promote high priority areas for attention. 
• Advocate at a whole of community level for policy and legislative action. 
• Fund, or encourage the funding of, research which may help identify the most 
effective injury prevention programs and strategies. 
• Fund, or encourage the funding of, injury prevention initiatives that have a 
proven community benefit. 
• Foster collaboration and community and professional engagement.  
 
We propose that the QIPC identify and confirm the following five Priority Areas for 
its attention. These priorities are informed by the impact these areas have on the 
incidence of injury, the level of concern that these areas cause in the community, and 
the evidence based ability for interventions to have a significant impact. They also 
align with the Australian and Queensland Government identified priorities.   
• A safe childhood with particular focus on the elimination of unintentional 
injury, water safety and the safe transport of young children.   
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• A safe youth with particular focus on safe driving, responsible use of alcohol 
and sensible public conduct. 
• A safe old age with particular focus on falls prevention and resilience. 
• Safe Aboriginal and Torres Strait Islander people with a particular focus 
on responsible use of alcohol and reduction of interpersonal violence. 
• Safe Rural and Remote Communities with a particular focus on farm safety, 
safe driving and safe infrastructure. 
 
Principles of action 
We propose that the QIPC adopt the following broad principles to underpin its 
actions. 
1. A conceptual framework for action. Change in the incidence and impact of injury 
is most likely to be achieved through a combination of strategies which aim: 
• To exact change in human behaviour that reduces the risk of injury 
particularly during at-risk times in the human life cycle. 
• To make changes in infrastructure, facility and equipment design and 
construction so that risk taking behaviours are less likely to result in injury. 
• To create a culture of safety within the community which in turn supports 
programs aimed at behavioural and infrastructural changes. 
2. Community and professional engagement through a Queensland community 
safety strategy. There is evidence that community based programs are generally 
more successful in establishing a community wide culture of safety which 
supports the infrastructure changes and enforcement strategies that have proven 
effect.  To that end a definitive community engagement strategy should be 
promoted by the QIPC.  Such a strategy could be based on the guidelines provided 
by the WHO Safe Communities framework.  International WHO endorsement 
may not be necessary and a state based approach similar to that which occurs in 
Canada may be more appropriate.  
We recommend that the QIPC establish its own community safety strategy in 
which the QIPC uses its reputation and influence to encourage communities to 
adopt a community safety culture, set up a community based network and support 
the implementation of local programs as well as state or nationally based 
 Lennon, Haworth, Titchener, Siskind, McKenzie, FitzGerald, Clark, Sheehan & Edmonston xvi  
strategies. Alternatively the WHO Safe Communities framework may be endorsed 
by the QIPC and provided with information and support. 
3. An evidence based approach to program development, monitoring and evaluation 
in which all programs are required to provide a rationale and evidence for 
implementation and to incorporate monitoring and evaluation as a condition of 
their continuance. 
4. A long-term strategic approach to program development and implementation. 
5. A multi-pronged approach to program design incorporating enforcement, 
education and infrastructure modification elements. 
6. An all agencies approach to program development and implementation. 
 
Key strategies for the QIPC 
The following key strategies may form the basis of the QIPC future action.  
• Develop a Five-year Strategic Plan which includes both short term and long 
term strategies linked to the priority areas and to the principles of action.  A 
draft for consideration is attached as Appendix 7. 
• Develop a Research and Evaluation Plan which aims to: 
o Develop a better understanding of injury in Queensland 
o Measure the general effectiveness of injury prevention activities in 
Queensland 
o Evaluate specific interventions 
A draft Research and Evaluation Plan is attached as Appendix 8. 
• A community engagement strategy focussed on promoting a safety culture 
through a Queensland Community Safety Program 
• A program development strategy aimed at encouraging and supporting the 
development of new and resilient injury prevention programs. 
• Support for ongoing data collection to inform injury prevention policy, 
planning monitoring and evaluation. 
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Specific Recommendations for the QIPC 
In the interests of brevity, the following recommendations are supplemented by those 
listed in the ‘Best Buys’ section (Tables 6.1-6.8).   
Whole of life-span and community 
1. QIPC investigate the feasibility of a state wide public education reminder 
system for smoke alarm checking eg. through community media messages 
(radio, regional television etc.) or via insurance policy renewals.  If feasible, 
insurance companies could be encouraged to require a statement about the 
presence and working order of smoke alarms at renewal or initiation of 
buildings insurance. 
2. QIPC consider supporting and extending existing first aid training programs 
that target younger and mid-age adults. 
A safe childhood 
3. QIPC support the current review of legislation on pool fencing and in 
particular  
• the establishment of a register of pool location/ownership and  
• establishment of a better system of ensuring that pool owners maintain 
compliance with pool fence standards 
• support Farmsafe to promote fencing off children’s play areas from water 
bodies on farms 
4. QIPC use results from the research/projects commissioned on toddler 
drowning as well as information on previous drowning deaths (Coroners’ 
reports, QISU data) to compile a list of supervision behaviours that may then 
be addressed with public education (eg. children under 14 years should not be 
left to supervise younger children in pools or in proximity to pools; parents 
should be encouraged to regard themselves as responsible for supervision even 
when at someone else’s home; children should be supervised to quite an 
advanced age eg. 10 years as impulsive behaviour is still very common and 
cognitive as well as perceptual development is still occurring up to this age). 
5. QIPC consider supporting research to investigate the perceived barriers to 
temperature regulators in domestic situations.  Target groups for this should be 
electricians/plumbers and residents. 
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6. QIPC extend interventions aimed at parents’ poisons/toxic substance storage 
practices (eg Mission Possible).  Specifically, advice to parents of children 
under 5 years should identify the need to store common medicines that might 
normally be perceived as harmless (eg paracetamol, aspirin, eucalyptus, 
lavender and other essential oils) as securely as those which are not.  In 
addition, interventions should highlight the risk to children of other 
homes/houses that the child visits. 
7. QIPC support lobbying efforts to have the standards for closures on toxic 
substances reviewed. 
8.  QIPC support the use of child health nurse services to raise parental awareness 
of injury prevention measures especially those associated with the high risk 
issues of scalds form hot beverages, drowning during bathing, toddler 
driveway runovers, poisoining from paracetamol and essential oils, and falls 
from beds (while the child is sleeping or having nappies changed). 
A safe youth 
9. QIPC support public education campaigns that promote graduated licensing 
10. QIPC support interventions that highlight the role of inexperience and 
deliberate risk-taking as crash causes for young drivers.  This could possibly 
take a similar social marketing approach as that currently being used in 
television/print advertisements to influence young people’s behaviour in 
relation to alcohol use. 
11. A social marketing approach to raising young people’s awareness of the 
consequences of risky behaviour post alcohol consumption, particularly that of 
drink walking or swimming (both young men and young women) should be 
considered.  
12.  QIPC support education of parents about the risks associated with carriage of 
passengers by young drivers 
13.  QIPC lobby/advocate/support adoption of lock out practices in high alcohol 
areas 
14. QIPC liaise with Education Queensland, schools and local government to 
encourage best practice with regard to the establishment and maintenance of 
safe playground equipment fall surfaces 
15.  QIPC commission research that builds on and extends existing research into 
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parents’ perceptions of a) children’s level of development in the 5-9 year age 
range b) children’s risk perceptions and behaviours c) what constitutes 
adequate supervision of children’s outdoor play.  In addition research on how 
best to intervene to influence parents to provide appropriate levels of 
supervision is also needed. 
16. That QIPC urge early implementation of the new legislation for the restraint of 
children in passenger vehicles and support education initiatives prior to this 
legislation coming into force. 
17. That the QIPC lobby/advocate for changes to the testing requirements for rear 
passenger vehicle seat belts. 
18. That QIPC urge the Queensland government to consider enacting legislation 
for the restraint of children in passenger vehicles that provides more protection 
than the current recommendations (eg. by specifying that children under 
1.45cm tall be required to sit in the rear seat). 
19. QIPC support interventions to address parents’ perceptions in relation to when 
children are developmentally old enough to cross the road or to cycle to school 
without an adult’s close supervision (10 years).   
20. QIPC liaise with sporting bodies for junior players and emphasise the results 
of Australian research showing relative safety of junior forms of popular 
sports while also encouraging them to increase the proportions of parents who 
insist children wear their protective equipment (eg encourage clubs that 
currently don’t require use of protective gear to consider doing so).   
21. The QIPC liaise with key occupational health and safety bodies (such as 
Workers Compensation) to strengthen work-related driving in the OH&S 
agenda and encourage workplace level interventions 
22. The QIPC consider funding a social marketing approach to reducing the 
incidence of drink walking.  This may need to target younger (18-24 year olds) 
mid-age (25-64 years) adults differently.  This approach should address the 
need to plan less risky forms of transport. 
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A safe old age 
23. The QIPC consider incorporating the recommendation from Hughes et al 
(2007) to incorporate a population health approach to falls prevention in older 
people in addition to the clinical focus on high-risk groups.  Specifically this 
would mean strategies to increase physical activity in mid-age as well as older 
adults. 
24. The QIPC should consider funding research to investigate the most acceptable 
ways to increase community based walking programs with balance and 
strengthening warm-ups and cool-downs included among older adults (65 and 
over) as well as barriers and facilitators to greater levels of this kind of 
program.   
25. QIPC support measures at the community level to increase the reach of 
evidence based falls prevention interventions such as Stay On Your Feet™.  
This may involve funding community bodies and providing expertise in 
relation to the sorts of activities they could undertake with older people.  
 
Safe indigenous communities 
26. As a priority, the QIPC should develop policy to address the primary causes of 
Indigenous injury (interpersonal violence and assault, falls among the young 
and elderly, transport accidents) and associated risk factors (eg. alcohol use).  
This policy should focus on prevention where possible.  The policy 
development process should involve all government agencies and examine the 
potential to improve other aspects of ‘Indigenous life’ (eg. employment 
opportunities, alcohol use) with a view to subsequently improving injury 
outcomes. 
27. Medium and long-term performance indicators should be developed with any 
new policy or initiative addressing Indigenous injury.  Central to these 
indicators must be measures of community satisfaction and involvement. 
28. In accordance with a previous recommendation from the AIHW (2005), this 
report calls for the development of standard processes for collecting, recording 
and storing information on Indigenous status across all jurisdictions 
29. To facilitate meaningful analyses of Indigenous injury, it is recommended that 
all jurisdictions continue to vigilantly monitor completeness and accuracy of 
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Indigenous identification in both hospital collections (numerator data) and 
other administrative/census collections (denominator data). 
30. The FERRET system should be reviewed to determine whether or not it can be 
improved to meet clinicians’ needs or whether an alternative system is 
required.  Any revisions of FERRET should involve representatives from 
community-controlled clinics.  This revision must ensure that the system 
records information on injury (not currently collected) as well as chronic 
illness.  Clinics choosing to use FERRET must be offered training and 
ongoing statistical support to maximise its potential. 
31. The QIPC should consider developing an Indigenous health workforce 
strategy that includes: (i) certified multi-disciplinary training and skill 
development for staff in remote areas; and (ii) a scheme to attract and recruit 
Indigenous high school and university students to the health profession in the 
area of injury prevention in particular.  The Queensland Aboriginal and 
Islander Health Council (QAIHC) could provide partnership and advice in the 
development of this strategy. 
 Lennon, Haworth, Titchener, Siskind, McKenzie, FitzGerald, Clark, Sheehan & Edmonston xxii  
 
Injury Prevention in Queensland – Report to QIPC from CARRS-Q 2009  1
1. INTRODUCTION 
1.1 BACKGROUND 
Injury is an important health priority, and is responsible for the deaths of almost 8000 
Australians every year (Australian Bureau of Statistics, 2006; Kreisfeld, Newson & 
Harrison, 2004).  It is the fourth leading cause of death in Australia, (Strategic 
Research Development Committee of the NHMRC, 1999) and the seventh leading 
cause of loss of healthy years of life (Mathers, Voss, & Stevenson, 1999).  Injury 
accounts for 6 per cent of all deaths and results in more than 400,000 hospitalisations 
annually (Strategic Research Development Committee of the NHMRC, 1999).  
Moreover, the burden of injury falls disproportionately on the young, with median age 
at death for external causes being 50.3 years in 2006, which is substantially lower 
than the median age of all deaths of 80.3 years.  Males are more at risk than females, 
with over two-thirds of all deaths due to external causes being male.  Males are also 
more likely than women to die from injury at younger ages, with the median age of 
death for external causes considerably lower amongst males than females (45.5 and 
71.3 years, respectively for 2006) (Australian Bureau of Statistics, 2006).   
In 2006 the leading causes of death by external causes were intentional self-harm and 
suicide (1,799 deaths or 23% of all deaths) and transport crashes (1,668 deaths or 21% 
of all deaths).  There were a greater number of deaths amongst males compared to 
females for both transport crashes (1,262 or 76% and 406 or 24%, respectively) and 
intentional self-harm and suicide (1,398 or 78% and 401 or 22%, respectively).  Falls 
accounted for 16% of deaths by external causes, while 8.9% were attributed to 
accidental poisoning and 2% to assaults (Australian Bureau of Statistics, 2006). 
In 2003-04, Queensland had the third highest age-adjusted rate for injury deaths. 
Rates were highest for the Northern Territory (111.4/100,000) and Tasmania 
(60.4/100,000).  Rates were lowest in the Australian Capital Territory (34.4/100,000), 
Victoria (44.9/100,000) and South Australia (45.0/100,000).  Rates in Queensland 
(54.4/100,000) were comparable to Western Australia (52.1/100,000).  All other states 
had rates lower than the Australian rate of 48.5 per 100,000 of the population.  
Queensland rates did not differ significantly to the Australian rate (Henley, Kreisfeld, 
& Harrison, 2007). 
Injury is also important because of its costs to the health system and the community.  
In 1995-96, non-fatal injuries by any cause cost Australia $13.3 billion (Moller, 
1998).  Direct costs accounted for approximately a third (31.8% or $4.2 billion) of 
these costs.  Indirect costs were relatively evenly split between costs associated with 
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morbidity ($4.9 billion or 54.7% of indirect costs) and mortality ($4.1 billion or 
45.3% of indirect costs).  Total costs associated with injuries were almost double for 
males compared to females ($8.5 billion and $4.8 billion, respectively), with males 
recording higher costs associated with all categories of costs.  Total costs were 
greatest among persons aged 25-44 ($5.2 billion or 39%) and those aged 15-24 ($3.3 
billion or 24.6%).  A more detailed breakdown of costs according to injury type can 
be found in Appendix 1.  Moreover, in 2003, Access Economics estimated that there 
was still $1.3 trillion of potential health gains to be made from reducing intentional 
and unintentional injuries (Access Economics, 2003).  
Injury prevention and control has been a National Health Priority Area in Australia 
since 1986 as a response to international recognition of the need to prioritise injury.  
This recognition was initiated in 1981 by the World Health Organisation, which asked 
its members to develop plans at a national level aimed at ensuring that by the year 
2000 all citizens in each country received nationally standardised and improved health 
care (World Health Organization, 1981).  The history of the latest national injury 
coordination effort, the National Injury Prevention and Safety Promotion Plan 2004-
2014, is complex and has consisted of a number of programs, committees, councils 
and groups which have each arisen in response to the National Health Priority Area, 
and then fallen due to various identified inadequacies and changes in focus (see 
Mitchell & McClure, 2006 for a detailed overview). 
As Mitchell and McClure (2006) have highlighted there can be many different bodies 
each with slightly different areas of responsibility for one injury risk area.  The 
authors use the example of risk of death by drowning in New South Wales which is 
covered in various ways by thirteen different agencies.  This makes the task of 
addressing injury a demanding one.  However, it is the health sector that generally 
deals with the result of injury and thus has the potential to effectively co ordinate 
management of injury prevention efforts at a state and national level.   
As noted in A Trauma Plan for Queensland, remoteness and distance contribute to 
Queensland having the highest rate of mortality from injury of any state, with an 
estimated 1500 people dying from injury in this state per year (Trauma Plan Working 
Group, 2006).  While this provides a logistical challenge, it may also allow this work 
to be used as a template for other Australian States with similar geographical issues.  
In order to investigate the nature, scope and future directions of injury prevention 
activities in the state, the Queensland Injury Prevention Council commissioned the 
Centre for Accident Research and Road Safety (CARRS-Q), QUT to undertake a 
program of research.  The overall intentions of the project were to synthesise a large 
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body of information, identify areas for improvement, areas for innovation, best buys, 
and, ideally, enhance inter-agency communication with the Queensland Injury 
Prevention Council as an over-arching body which could act as resource bank for data 
and knowledge.   
1.2 PROJECT OBJECTIVES 
The objectives of this project were to: 
• Review and analyse existing data relating to injury prevention in Queensland 
and identify trends, gaps in the data and make recommendations for future 
research 
• Investigate community knowledge, attitudes and behaviours towards injury 
prevention across the State of Queensland  
• Analyse current injury prevention programs and interventions occurring in 
Queensland and assess their effectiveness in contributing to a reduction in the 
incidence of injuries in Queensland 
• Identify best buys in research and public health action for injury prevention in 
Queensland  
• Develop a research plan and associated research tools which can be used to 
replicate these investigations for evaluation and monitoring purposes at stages 
in the future. 
1.3 STRUCTURE OF THE REPORT 
The report is structured following the basic outline of the project components.  
Accordingly, the report begins in Section 2 with an overall snapshot of injury data in 
Queensland (Objective 1).  This snapshot is the result of analyses of large data sets as 
supplied by the Queensland Injury Surveillance Unit (QISU), the Emergency Data 
Information System (EDIS) and the Queensland Hospital Admitted Patients Data 
Collection (QHAPDC).  Information on mortality has been taken from Office of 
Economic and Statistical Research (OESR) and the Australian Bureau of Statistics for 
the most recent year (2006).  Indigenous injury is discussed in this section under 
separate headings and recommendations in relation to indigenous injury are given 
(Objective 5). 
The next sections of the report deal with community attitudes to safety and injury 
prevention (Objective 2).  First a brief review of previous injury attitudinal research 
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(Section 3) is given before presenting the results from a population based computer 
assisted telephone interview (CATI) of over 1000 community members (Section 4).  
Section 4 also provides recommendations with respect to the findings from the 
research (Objective 5). 
Following this, the findings in relation to the activities in injury prevention in 
Queensland are given in Section 5 (Objective 3).  This section was compiled from 
information supplied by various agencies and individuals in response to an email 
request from the research team.  As part of this section, published meta-analyses and 
systematic reviews on injury prevention initiatives were used to identify approaches 
that may be useful in addressing injury in Queensland. 
The final two sections of the report are focussed on the implications for injury 
prevention from the research.  A list of Best Buys in injury prevention (Objective 4) is 
given in Section 6 followed by suggestions for future directions in (Objective 5) in 
Section 7. 
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2. A SNAPSHOT OF INJURY IN QUEENSLAND 
In order to construct a snapshot of the types of injuries causing death or serious injury 
to Queenslanders, mortalities data was drawn from the Office of Economic and 
Statistical Research (OESR) website and injury data was requested from three 
sources.  These were the Queensland Injury Surveillance Unit (QISU), the Emergency 
Department Information System (EDIS), and the Queensland Hospital Admitted 
Patient Data Collection (QHAPDC).  More detailed information on mortality data for 
Australia can be found in Appendix 2. 
2.1 DEATHS 
In 2006 there were a total of 1,509 deaths due to external causes in Queensland (see 
Table 2.1a).  This represented 19.2% of all deaths from external causes in Australia 
during the year.  The number of deaths from external causes decreased 3.2% from 
2005 and has decreased 8.2% since 1997.  In 2006, the leading cause of death by 
external causes in Queensland was transport crashes, with 380 deaths.  This 
represented 25.2% of all deaths by external causes and was slightly higher than the 
national rate.  The second leading cause of death was intentional self-harm and 
suicide, with 340 deaths or 22.5% of all deaths by external causes, which was 
comparable with the national figure.  Falls accounted for 12.8% of deaths by external 
causes which was slightly lower than the national rate of 16%.  Assaults, including 
homicides, were also lower than the national average, representing 1.5% of all 
external causes of deaths.  Accidental drowning and submersions accounted for 3.2% 
of all deaths by external causes (OESR, 2008). 
 
Table 2.1a: Underlying cause of death1, selected causes2, Queensland3, 1997–2006 
Cause of death Year 
 
1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 
Transport accidents 414 341 364 363 429 380 362 367 327 380 
Falls 101 110 102 127 151 147 146 163 148 193 
Accidental drowning 
& submersion 53 44 59 54 63 46 47 53 41 48 
Intentional self-harm 
(suicide) 535 579 480 541 499 537 466 453 459 340 
Assault (incl homicide) 
 76 64 52 65 61 47 68 29 29 23 
Total4 (external causes of 
morbidity and mortality) 1,643 1,603 1,610 1,700 1,646 1,613 1,588 1,658 1,556 1,509 
1 Based on ICD 10 code 
2 Top 5 causes shown 
3 Where Queensland is the state of usual residence 
4 Total includes remaining causes (not top 5) 
 
Source: adapted from OESR 
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In 2003-04, Queensland had the third highest age-adjusted rate for injury deaths at 
54.4 deaths per 100,000 of the population (Henley, Kreisfeld & Harrison, 2007).  
Rates were highest for the Northern Territory (111.4/100,000) and Tasmania 
(60.4/100,000).  Rates were lowest in the Australian Capital Territory (34.4/100,000), 
Victoria (44.9/100,000) and South Australia (45.0/100,000).  Rates in Queensland 
were comparable to Western Australia (52.1/100,000).  All other states had rates 
lower than the Australian rate of 48.5 per 100,000 of the population. Queensland rates 
did not differ significantly to the Australian rate. 
In 2003-04, Queensland had the fourth highest age-adjusted rate for transport-related 
deaths at 9.2 deaths per 100,000 of the population.  Rates were highest for the 
Northern Territory (18.5/100,000), Tasmania (13.0/100,000) and Western Australia 
(10.0/100,000). Rates were lowest in the Australian Capital Territory (4.7/100,000), 
New South Wales (7.5/100,000) and Victoria (8.0/100,000). Rates in Queensland 
(9.2/100,000) did not differ significantly to the Australian rate of 8.6 deaths per 
100,000 of the population (Henley et al, 2007). 
Similarly, Queensland had the fourth highest age-adjusted rate for death due to falls, 
the third highest age-adjusted rate for unintentional drowning deaths, and the fourth 
highest age-adjusted rate for accidental poisoning by drugs, at 15.9 and 1.6 and 3.5 
per 100,000 of population respectively (Henley et al, 2007).   
Queensland had the third highest age-adjusted rate of death due to intentional harm 
and suicide, with 13.5 people per 100,000 of the population dying from this cause in 
2003-04.  This was significantly higher than the Australian rate of 10.8 deaths per 
100,000 of the population (Henley et al, 2007). 
In terms of emergency department presentations, admissions and deaths, Figure 1 
shows the 2006 data for Queensland.  The rank orders for the top 5 injury causes of 
death for Queensland (based on 2006 data from OESR) and of the top 9 injury causes 
of hospital admission for Australia (based on data from NISU, 2003-04) are provided 
in Table 2.1b.   
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Deaths = 1509 
 
 
Other Medical Treatment 
Deaths = 1509 
Hospital Admissions ~ 40,000 
Emergency Dept only ~ 200,000 
 
 
Table 2.1b: Rank order of injury cause of death (Queensland) 2006 and of hospital admissions 
(Australia) 2003-04. 
Injury cause Deaths Hospital admissions 
Transport 1 2 
Self-harm 2 3 
Falls 3 1 
Drowning/asphyxiation 4 9 
Assault 5 4 
Poisoning (pharmaceutical)  5 
Poisoning other  8 
Fire, burns, scalds  6 
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2.2 INJURY DATA SOURCES 
2.2.1 The Queensland Injury Surveillance Unit (QISU) 2002 – 2007.  
This data set contains information collected in the Emergency Departments of a 
number of Queensland Hospitals (n = 16 currently) from persons presenting with an 
injury or, in the case of children, the accompanying adult.  The following variables of 
use in the analysis are included in the data files: age and sex, mechanism of injury, 
external cause, place of occurrence, departure status, triage category, factors involved 
in injury causation, type of injury, body part(s) affected, ICD9/10 nature of injury 
code.   
Though QISU data suffers from some significant liitations (as discussed below) it is 
the only data source in Queensland at the moment that includes in-depth information 
on mechanism and circumstances of injury.   
Limitations of the QISU data. 
Collection of data for research purposes is not always regarded as core business for 
hospital emergency departments.  Not all hospitals in the QISU network supplied data 
in every year from 2002 to 2007, and in certain hospitals that did, numbers of entries 
fluctuated from year to year in an unsystematic fashion.  Moreover, only a relatively 
limited number of hospitals participate in QISU data collection.  Thus the 
representativeness of the sample is questionable.  On the other hand, the range of 
participating hospitals is broad, including major metropolitan hospitals, regional base 
hospitals and hospitals in small country towns.  Thus, findings presented on the basis 
of these data could not claim to be a definitive picture of injuries in the State, but can 
be seen as at least indicative of the types and causes of injury in Queensland, and 
certainly adequate for planning purposes.  In this connection, it was considered 
inappropriate to provide estimates of variability such as standard errors or confidence 
intervals which might give a spurious impression of absolute reliability to the 
findings. 
 
2.2.2 Emergency Department Information System (EDIS).  
EDIS data is collected for all patients who attend emergency departments where the 
EDIS software system is used.  The number of hospitals that use this system has 
grown from a few sites in 2002 to 28 in 2007.  EDIS is designed to capture 
information about the patient, their diagnosis, treatment and movement through the 
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system and is not designed to collect detailed injury surveillance data.  Data regarding 
the injury that was sustained is available using the ICD code at discharge from ED.  
Information regarding the cause of the injury is available using the text description 
fields (presenting problem/nurse assessment) which provide detail regarding what 
brought the person to the ED and the nurse’s notes regarding the presentation.  
Classification and coding of QISU and EDIS data 
For the purposes of this report, raw data files were supplied.  These had no variable 
labels or value labels and some were incorrectly formatted.  Syntax files were written 
and run for both datasets, which added these labels and reformatted some variables 
where required.  Some of these were simple labels (such as for gender 1=male 
2=female), and some were more detailed labels for coded variables such as 
mechanism of injury, external cause etc.  The data dictionary for these coded 
variables was provided by QISU for use when assigning labels.  
While various coded fields are available in the QISU dataset for analysis of injury 
circumstances, the only coded field available in the EDIS data is the ICD code 
assigned at discharge to identify the nature and body region of the injury.  The ICD 
coded data for both files contained both ICD-9-CM codes (numeric codes) and ICD-
10-AM codes (alphanumeric codes).  There are over 13,000 ICD codes in both 
versions and as such, using individual ICD codes to explore trends is not 
recommended.   
The coded data fields in EDIS proved to be of limited value for this analysis as injury 
causation information (ICD Chapter 20) is not coded in EDIS, with coded data 
confined to the coding of the nature of the injury (ICD Chapter 19).  Without 
mechanism of injury or external cause fields, EDIS data would not provide an 
important component of the information needed for this report.  Moreover, while the 
EDIS data set does contain text fields, interrogation of these text fields is not possible 
for examination of broad trends.  Careful text search algorithms need to be developed 
based on the topic of interest to be examined (such as involvement of alcohol, types of 
products involved in an injury etc), and further publications will be provided to the 
Injury Prevention Council pertaining to these topics as the work is completed.   
2.2.3 Queensland Hospital Admitted Patient Data Collection (QHAPDC).  
For analysis of trends in types of injury and body area injured only, the QHAPDC was 
used, since it includes all admissions to Queensland hospitals every year, whereas the 
number of participant hospitals in the QISU process varies from year to year over the 
period and it is probable that not all injured persons presenting to a participating 
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hospital were interviewed. 
2.3 ANALYSIS OF QISU DATA 
2.3.1 Analysis methods 
For the purposes of this report, and in keeping with the injury priorities of the QIPC, 
only unintentional injuries (from the “human intent” field) were included in the 
analyses.  Of these, transport-related injuries have also been excluded as these have 
been comprehensively studied elsewhere.  In addition, interested readers should 
consult previous QISU publications in the Injury Bulletin (available from 
www.qisu.org.au) for more detailed information on some injuries as these contain in-
depth examination of the narrative texts from emergency department injury 
presentation records. 
Within each age or age/sex category the three or four mechanisms of injury 
comprising at least 5% of the sample with triage category three or less were 
determined.  Age categories were as follows: children < 1 year, one year, 2 to 4 years, 
5 to 9 years, and 10 to 14 years; working aged persons 15 – 64 years; and elderly 65 
years and over.  Male and female children under 10 years old were sufficiently similar 
in their variable profiles to be considered together, but this was not the case in older 
categories.  In these both male and female variable profiles are presented.  The 
variables making up the profiles were proportion admitted, and most common types 
of injury, body regions affected, places of occurrence, both broadly categorised and 
narrowly specified, and injury factors.  Categories, either alone or combined with 
similar categories, with at least 4–5% occurrence were generally taken to merit 
mention.  Unless in combination, categories described as “other specified” or 
“unspecified” are not reported. 
The variable which has been defined for the purposes of the analysis as Mechanism of 
injury, was constructed from two fields in the QISU data set: “mechanism of injury” 
and “external cause”.  These two variables do not always correspond, presumably due 
to somewhat different definitions.  To avoid ambiguity, a new hierarchically 
combined variable was constructed: if a fall of any type was given as either the 
mechanism or external cause, “Fall” was the variable value in the combined variable; 
otherwise if contact of any type was the variable value in either or both of the two 
original fields, “Contact” was the value in the combined variable, and so on.  Certain 
classes of mechanisms or causes were combined to limit the number of categories and 
increase the size of some.  This process resulted in 10 categories in the combined new 
variable in hierarchical order: Falls, Contact, Heat, Poisoning, Cutting/crushing, 
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Drowning, Foreign Body, Exertion, Animals/stings and the large but essentially 
useless category, Other and Unspecified. 
2.3.2 Results of analysis of QISU data 
The results of the analysis of the QISU data relating to mechanism of injury are 
summarised in Table 2.2a for children aged under 10 and in Table 2.2b for people 
aged 10 and over by gender. 
As can be seen in Table 2.2a and 2.2b, falls represent by far the most common 
mechanism of injury for each of the child age groups, particularly the 5-9 year olds.  
For the youngest age groups all injuries (Table 2.3) and falls (Table 2.4) appear to 
occur in residential settings in keeping with where children of these ages spend the 
majority of their time.  Educational and recreational settings begin to account for 
greater proportions of injury in children of school age (Tables 2.3 and 2.8-2.10) 
reflecting their greater mobility and the wider range of environments and activities 
with which they engage. 
 
Table 2.2a: Mechanism of injury for 0-9 year olds by age (%) for years 2002-2007 (QISU data, 
triage category ≤ 3). 
 Age group (years) 
Mechanism of injury <1 1 2-4 5-9 
   Falls 51.0 35.6 46.0 61.1 
   Contact 11.1 12.9 15.6 18.8 
   Heat 10.9 14.7 5.1  
   Poisoning 9.0 18.0 13.3  
   Foreign Body 5.1 3.8 3.9  
   Cutting/Crushing  4.1 4.6 5.3 
   Exertion*  3.4 3.0  
   Animals/stings   3.5 3.7 
* throughout these tables, the term ‘exertion’ refers to injuries caused by such things as older children 
jumping on younger children, injuries to limbs caused by dragging a child by the limb etc. 
 
Falls are also a major cause of injuries in people aged 10-14 years as well as for 
females aged 15-64 years, with this category of increasing importance past the age of 
65 years for both sexes (see Table 2.2b). 
Injuries caused by exposure to sources of heat and poisonings are of concern in 
children under 5 years of age (Table 2.2a).  In this age group about half the children 
with heat-related injuries in triage categories 3 or less require admission (Table 2.7).  
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In these young children poisoning occurs almost exclusively in their own or another 
home and involves mainly medications, or common household chemicals, suggesting 
that the precautionary measures taken in packaging are less effective than hoped, and 
that in many homes the storage of chemicals leaves much to be desired.  Injuries due 
to contact with persons or objects become more common in older age groups until age 
65 years, and are particularly frequent in males between 10 and 64 years of age (Table 
2.2b).  In males aged 10 to 64 years, the contact is more with other persons than with 
objects, possibly reflecting the sporting and leisure activities characteristic of this 
group.  In all other groups the contact is more commonly with objects (Tables 2.9 and 
2.12). 
 
Table 2.2b: Mechanism of injury for people 10 years and older by age and gender (%) (QISU 
data, triage category ≤ 3). 
 Age group (years) 
 10-14 10-14 15-64 15-64 65+ 65+ 
Mechanism of injury M F M F M F 
   Falls 43.0 60.0 21.4 40.9 63.0 85.5 
   Contact 41.7 20.6 36.9 20.0 13.3 4.2 
   Heat  3.7 4.1 5.3   
   Poisoning    4.1   
   Foreign Body  3.3 3.9    
   Cutting/Crushing 4.6  16.6 9.3 11.7  
   Exertion  3.1 4.1 5.2   
   Animals/stings   4.3 5.8   
 
Cutting or crush injuries become important during the working years especially 
among males, and remain important among males aged 65 years and over (Table 
2.13). Some of these injuries occur in the home, notably among women and elderly 
men, but a proportion is due either to the working environment or to sporting and 
leisure activities. 
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Table 2.3: Place of injury in children by gender and age (%) (QISU data, triage category ≤ 3). 
 Age (years) 
 < 1 1 2-4  5-9  10-14  
 
Place of injury 
M F M F M F M F M F 
 Residential 90.5 90.0 88.7 88.4 79.9 79.5 51.6 54.1 26.3 35.5 
 Educational 1.0 1.3 2.9 2.0 7.2 7.3 23.5 23.7 28.1 27.9 
 Park/ sports area 1.8 1.5 2.9 3.3 6.3 6.0 16.9 15.2 37.9 25.3 
 Shopping area 3.4 2.8 3.1 3.3 3.2 3.7 1.8 1.8 1.2 1.8 
 Road 0.9 2.1 0.6 0.9 1.0 1.0 2.0 2.2 3.1 3.7 
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Table 2.4: Major characteristics of falls in children aged 0-4 years (%)1 (QISU data, triage 
category ≤ 3) 
 Age group (yrs) 
Characteristic <1 1 2-4 
 % Admitted 35.9 30.2 36.0 
 Type of place     
     Indoors 82.7 68.9 * 
     Road/driveway/path 5.5 4.2 * 
     Playground * 5.7 * 
     Other outdoors 5.1 12.9 * 
 Sub Type of place     
     Home or other dwelling 89.0 83.6 72.7 
     Retail area 4.1 4.7 4.3 
     Park/sports area * 5.1 8.6 
     Preschool * 4.0 11.2 
 Part of place    
     Bedroom 27.6 12.2 11.4 
     Living/dining/family room 22.1 20.3 15.3 
     Stairs 10.7 9.5 4.9 
     Kitchen 7.5 8.0 * 
     Garden * * 13.3 
     Playground * * 13.5 
 Nature of injury group2    
     Internal organ failure 33.3 22.1 14.6 
     Bruising 26.2 20.7 13.8 
     Fracture 10.4 17.2 39.1 
     Open wound 3.1 10.5 10.7 
 Body region group2    
     Head 89.3 68.8 45.2 
     Arm 3.0 20.8 41.0 
     Leg 3.7 5.9 7.7 
     Trunk * * 4.2 
     Multiple sites 3.7 3.5 * 
 Injury factors    
     Bed (not cot)/chair/sofa/table 22.0 23.4 18.4 
     Floor 5.6 6.8 5.6 
     Pram/walker 8.8 * * 
     Person 8.4 * * 
     Change table 6.5 * * 
     Other baby equipment 6.4 * * 
     Playground * 6.3 13.3 
     Toys/sporting equipment * * 10.3 
     Bunk bed * * 2.3 
1 Characteristics representing a small proportion of injuries omitted from table. 
2 Based on ICD codes  
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Table 2.5: Major characteristics of contact injuries in children aged 0-4 years (%)1 (from QISU 
data, triage category ≤ 3) 
 Age group (yrs) 
Characteristic <1 1 2-4 
 % Admitted 33.9 27.8 26.0 
 Contact with:    
     Persons 33.0 24.4 33.0 
     Objects 52.2 56.1 52.2 
 Type of place    
     Indoors 81.3 * * 
     Road/driveway/path 3.5 * * 
     Other outdoors 7.4 * * 
 Sub Type of place    
     Home or other dwelling 90.3 85.2 77.0 
     Retail area * 4.1 4.8 
     Park/sports area * 4.1 6.1 
     Preschool * 3.2 8.4 
 Part of place    
     Bedroom 17.0 13.2 9.8 
     Living/dining/family room 39.6 22.9 19.9 
     Kitchen 7.4 7.0 5.5 
     Garden * 7.0 13.6 
     Playground * * 6.9 
     Other interior 10.0 * * 
 Nature of injury group2    
     Internal organ failure 18.1 7.2 16.8 
     Fracture 9.0 6.5 15.0 
     Open wound 10.4 16.2 17.0 
     Contusion/crushing 28.0 * * 
     Dislocation 4.5 14.8 * 
     Bruising * 27.0 22.2 
     Multiple 4.1 * * 
 Body region group2    
     Head 60.7 40.1 64.0 
     Arm 22.8 43.3 19.1 
     Leg 6.3 8.7 8.2 
     Trunk 4.9 1.6 4.5 
     Multiple sites 5.4 6.4 4.3 
 Injury factors    
     Person 22.5 17.3 17.9 
     Door 8.3 17.7 10.3 
     Natural object or animal 10.0 * * 
     Ceiling fan 4.8 * * 
     Furniture * 11.9 9.8 
     Playground equipment * * 3.0 
     Sporting equipment * * 5.7 
1 Characteristics representing a small proportion of injuries omitted from table.2 Based on ICD codes
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Table 2.6: Major characteristics of poisoning in children aged 0-4 years (%)1 (from QISU data, 
triage category ≤ 3). 
 Age group (yrs) 
Characteristic <1 1 2-4 
 % Admitted 38.7 36.6 42.2 
 Type of place    
     Indoors 88.7 80.4 83.8 
     Outdoors 4.8 9.8 5.4 
 Sub Type of place    
     Home or other dwelling 95.1 96.4 97.4 
 Part of place    
     Bedroom 17.2 17.3 21.5 
     Kitchen 18.8 23.3 27.2 
     Bathroom 9.7 9.0 7.8 
     Laundry 2.7 5.3 1.7 
     Living/dining/family room 24.7 14.6 14.7 
     Garden * * 3.6 
 Nature of injury group2    
     Poisoning (medications/drugs) 30.5 * * 
     Toxic effects 27.7 * * 
     Foreign body 4.5 * * 
 Body region group2    
     Systemic 96.1 97.2 96.6 
     Head 1.7 * * 
     Trunk 2.3 * * 
 Injury factors    
     Detergent 10.2 11.1 2.9 
     Bleach 6.5 5.5 2.6 
     Pesticides 5.9 6.1 3.3 
     Paracetamol 5.4 7.9 15.3 
     Sedatives 3.2 5.2 8.6 
     Other drugs/medications 16.7 20.8 13.2 
     Comestibles (food stuffs) 8.0 3.4 * 
     Plants 4.3 * * 
     Antihistamines * * 4.6 
     Other/unspecified non-drug  
         chemicals 
19.9 22.3 34.8 
1 Characteristics representing a small proportion of injuries omitted from table. 
2 Based on ICD codes 
Injury Prevention in Queensland – Report to QIPC from CARRS-Q 2009  17
 
Table 2.7: Major characteristics of heat injuries in children aged 0-4 years (%)1 (from QISU 
data, triage category ≤ 3) 
 Age group (yrs) 
Characteristic <1 1 2-4 
 % Admitted 54.0 51.8 47.1 
 Type of place    
     Indoors 85.8 * 75.3 
     Outdoors 4.4 * 15.1 
 Sub Type of place    
     Home or other dwelling 93.2 92.5 91.3 
     Retail area 2.7 * * 
     Play area * * 4.5 
 Part of place    
     Kitchen 49.6 50.4 50.6 
     Bathroom 8.4 5.9 5.8 
     Living/dining/family room 7.7 16.2 8.1 
     Garden * * 8.1 
 Nature of injury group2    
     Burns/scalds 92.5 96.8 96.7 
     Toxic substances 2.5 * * 
 Body region group2    
     Head 9.1 15.7 10.3 
     Arms 46.7 39.9 40.9 
     Legs 17.6 14.6 19.9 
     Trunk 15.6 21.6 18.9 
     Multiple 11.1 8.2 10.0 
 Injury factors    
     Hot beverages 27.4 41.7 22.1 
     Hot water 20.8 19.4 21.5 
     Cooking appliances 20.4 8.1 18.0 
     Iron 1.8 5.9 4.7 
     Other household appliances 3.5 * 3.5 
1 Characteristics representing a small proportion of injuries omitted from table. 
2 Based on ICD codes 
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Table 2.8: Major characteristics of falls in children aged 5-14 years (%)1 (from QISU data, triage 
category ≤ 3) 
 Age group (yrs) 
Characteristic 5-9 10-14 (Males) 10-14 (Females) 
 % Admitted 38.9 33.6 26.9 
 Type of place    
     Indoors * 12.8 19.7 
     Play/sports area * 18.6 22.0 
     Road * 10.8 8.3 
     Other outdoors * 49.7 39.7 
     Elsewhere * 8.1 10.3 
 Sub Type of place    
     Home or other dwelling 46.3 26.9 30.9 
     School 28.9 33.6 29.9 
     Park/sports area 18.2 30.1 28.1 
     Road/path * 5.4 4.8 
 Part of place    
     Playground 27.6 15.1 12.6 
     Garden 17.6 11.5 10.6 
     Bedroom 4.7 * * 
     Living/dining/family room 4.4 * * 
     Sports court * 2.3 6.2 
     Field camp * 2.1 5.4 
 Nature of injury group2    
     Fracture 61.5 58.4 50.9 
     Internal organ failure 6.3 7.0 5.2 
     Open wound 6.2 4.2 2.5 
     Bruising 9.2 * * 
     Dislocation * 2.2 4.7 
     Contusion * 8.2 10.5 
 Body region group2    
     Head 19.2 15.0 10.9 
     Arm 65.1 61.3 58.9 
     Leg 7.3 14.2 18.7 
     Trunk 6.0 6.8 7.9 
 Injury factors    
     Sporting equipment (not ball) 12.5 18.4 15.5 
     Surface irregularity 5.0 11.4 9.3 
     Playground equipment 24.4 * * 
     Furniture 8.8 * * 
     Tree 5.8 * * 
     Person * 6.5 3.5 
     Ball * 2.1 1.6 
     Horse * * 8.5 
     Brick/block * 3.5 3.7 
1 Characteristics representing a small proportion of injuries omitted from table. 2 Based on ICD codes
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Table 2.9: Major characteristics of contact injuries in children aged 5-14 years (%)1 (from QISU 
data, triage category ≤ 3). 
 Age group (yrs) 
Characteristic 5-9 10-14 (Males) 10-14 (Females) 
 % Admitted 23.2 23.4 19.6 
 Contact with:    
     Persons 30.8 64.9 37.9 
     Objects 56.0 29.9 47.4 
 Type of place    
     Indoors 26.7 7.9 18.7 
     Playground/sports area 16.7 13.3 22.3 
     Road 4.4 1.9 2.5 
     Outdoors (not play/sportsground) 41.4 * * 
     Other outdoors * 69.5 46.8 
     Elsewhere/unspecified * 7.5 9.6 
 Sub Type of place    
     Home or other dwelling 50.4 16.0 30.7 
     School 22.4 26.0 29.2 
     Park/sports area 19.5 54.5 30.9 
 Part of place    
     Garden 14.0 5.1 8.7 
     Playground 13.3 9.9 8.9 
     Living/dining/family room 8.6 2.2 5.8 
     Bedroom 6.4 * * 
     Sports court * * 6.5 
     Field camp * 3.4 5.1 
     Swimming pool * 2.1 5.4 
 Nature of injury group2    
     Fracture 18.7 26.9 22.0 
     Open wound 18.3 7.2 8.6 
     Internal organ failure 7.1 11.1 8.2 
     Bruising 29.0 * * 
     Dislocation * 4.1 4.1 
     Contusion * 18.0 17.8 
     Crushing * * 4.5 
 Body region group2    
     Head 48.9 34.0 31.3 
     Arm 26.4 33.1 35.8 
     Leg 12.1 12.7 15.2 
     Trunk 8.1 16.3 12.6 
     Multiple sites 4.5 * * 
 Injury factors    
     Person 17.9 47.7 26.1 
     Sporting equipment (not ball) 5.7 3.9 7.3 
     Door 10.3 * * 
     Furniture 9.8 * * 
     Playground equipment 3.0 * * 
     Ball * 8.5 13.4 
     Horse * 0.2 5.3 
1 Characteristics representing a small proportion of injuries omitted from table. 
2 Based on ICD codes 
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Table 2.10: Major characteristics of cutting/piercing/crushing injuries in children aged 5-14 
years (%)1(from QISU data, triage category ≤ 3). 
 Age group (yrs) 
Characteristic 5-9 10-14 (Males) 10-14 (Females) 
 % Admitted 38.0 34.2 26.5 
 Type of place    
     Indoors 39.8 30.9 43.9 
     Playground/sports area 4.3 5.4 3.1 
     Road 6.3 5.8 5.1 
     Outdoors (not play/sportsground) 34.2 * * 
     Other outdoors * 40.3 27.6 
     Elsewhere/unspecified * 17.7 20.4 
 Sub Type of place    
     Home or other dwelling 72.7 57.1 62.8 
     Park/sports area 6.0 8.7 5.3 
     School 6.0 16.0 21.3 
     Road/path * 3.5 1.1 
     Service/retail area * 3.5 * 
 Part of place    
     Garden 15.3 16.5 10.2 
     Living/dining/family room 10.0 9.1 14.3 
     Kitchen 8.0 6.2 7.1 
     Bedroom 5.8 2.5 11.2 
     Classroom * 6.2 11.2 
 Nature of injury group2    
     Open wound 51.5 52.9 44.3 
     Fracture 4.1 0.8 3.1 
     Contusion 26.6 21.5 21.7 
     Amputation * 5.0 3.1 
     Crushing * 4.6 6.2 
     Foreign body * 2.9 4.2 
     Dislocation * 0.4 * 
 Body region group2    
     Head 16.2 10.7 8.3 
     Arms 39.9 42.2 51.6 
     Legs 34.0 38.4 29.9 
     Trunk 5.3 3.3 3.1 
     Multiple 4.6 * * 
 Injury factors    
     Door 8.8 8.7 11.2 
     Sporting equipment 8.5 7.4 4.1 
     Tools/fasteners 7.0 9.9 10.2 
     Knife 5.5 6.6 3.1 
     Glass 5.8 5.8 * 
     Metal 4.0 9.1 * 
     Other cutlery/utensils 7.0 * * 
     Tree/plant 4.0 * * 
     Horse * * 5.1 
1 Characteristics representing a small proportion of injuries omitted from table. 
2 Based on ICD codes 
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Table 2.11: Major characteristics of falls in persons aged 15 years and older (%)1(from QISU 
data, triage category ≤ 3). 
 Age group (yrs) 








 % Admitted 30.1 24.3 54.1 56.5 
 Type of place     
     Indoors 23.2 40.3 51.4 65.6 
     Road 9.5 9.9 8.7 15.6 
     Play/sports area 3.4 4.2 * * 
     Other outdoors 41.6 28.9 19.4 11.6 
 Sub Type of place     
     Home or other dwelling 36.6 51.9 65.1 64.8 
     Service/retail area 8.9 9.8 5.4 4.8 
     Road/path 8.2 6.1 5.6 3.8 
     Institution (School/Health facility) 3.7 3.6 7.1 8.2 
     Park/sports area 20.3 14.7 * * 
     Farm 4.2 4.6 * * 
     Industrial/construction area 9.0 * * * 
 Part of place     
     Garden 6.7 7.4 8.0 5.8 
     Stairs 5.0 9.5 5.4 5.2 
     Living/dining/family room * 4.4 4.6 8.9 
     Bathroom * 3.8 5.6 4.4 
     Kitchen * 3.7 4.0 5.1 
     Bedroom * 3.0 16.7 21.3 
 Nature of injury group2     
     Fracture 26.5 34.0 29.1 46.1 
     Contusion 14.7 13.7 15.4 13.4 
     Open wound 10.5 5.8 11.7 8.8 
     Dislocation 8.2 4.9 2.4 2.7 
     Internal organ failure 5.4 5.2 4.6 * 
 Body region group2     
     Head 17.8 14.8 21.6 17.1 
     Arm 33.2 33.0 19.0 25.4 
     Leg 22.1 30.4 27.4 34.1 
     Trunk 15.4 11.2 12.2 9.4 
 Injury factors     
     Surface irregularity 9.3 8.0 4.6 5.4 
     Floor 3.7 7.8 11.8 14.3 
     Sporting equipment  8.2 5.3 * * 
     Ladder 5.3 * 4.6 * 
     Alcohol 4.1 * * * 
     Furniture * 5.7 11.3 13.4 
     Horse * 8.5 * * 
1 Characteristics representing a small proportion of injuries omitted from table. 
2 Based on ICD codes 
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Table 2.12: Major characteristics of contact injuries in persons aged 15 years and older 
(%)1(from QISU data, triage category ≤ 3). 









 % Admitted 15.4 12.0 23.3 28.1 
 Contact with:     
     Persons 47.3 34.1 28.8 26.2 
     Objects 29.7 43.8 33.2 42.5 
 Type of place     
     Indoors 16.3 35.2 17.3 43.9 
     Road/path 2.9 4.6 * 8.8 
     Playground/sports area 4.0 8.2 * * 
     Other outdoors 46.3 33.7 47.4 24.6 
 Sub Type of place     
     Park/sports area 29.4 24.2 6.4 5.7 
     Home or other dwelling 22.2 42.9 60.8 62.3 
     Service/retail area 11.4 8.1 6.4 * 
     School 3.0 5.0 * * 
     Industrial/construction area 22.5 * 4.0 * 
     Health facility * 4.3 * * 
     Road/path * * * 5.7 
 Part of place     
     Garden 4.8 8.4 * * 
     Field camp 4.1 4.1 * * 
     Driveway/workshop/shed 10.4 * 14.3 * 
     Kitchen * 4.3 * 8.8 
     Bedroom * 3.9 * 12.3 
     Living/dining/family room * 5.8 * * 
     Sports court * 4.7 * * 
     Bathroom * * * 10.5 
 Nature of injury group2     
     Foreign body 24.1 10.6 22.9 7.1 
     Contusion 14.8 23.4 13.7 10.7 
     Fracture 12.5 11.5 6.9 19.6 
     Open wound 12.2 11.2 23.7 30.4 
     Crushing 4.6 4.9 7.6 3.6 
     Dislocation 5.7 5.0 * * 
     Internal organ failure 3.9 4.0 * * 
 Body region group2     
     Head 49.8 42.4 45.0 25.0 
     Arm 24.8 22.4 23.7 28.6 
     Leg 11.7 18.6 19.1 28.6 
     Trunk 7.9 8.3 3.1 8.9 
 Injury factors     
     Person 20.5 19.2 5.3 * 
     Power tools 12.1 * 15.0 * 
     Metal 8.4 * 6.0 * 
     Sporting equipment (not ball) 4.6 * * * 
     Horse * 3.9 * 3.5 
     Ball * 6.2 * * 
     Cattle * * 6.0 * 
     Tree * * 5.3 * 
     Wood/timber * * 4.5 * 
     Furniture * * * 10.5 
     Door * * * 8.8 
     Dog * * * 5.3 
1 Characteristics representing a small proportion of injuries omitted from table. 2 Based on ICD codes 
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Table 2.13: Major characteristics of cutting/crushing injuries in persons aged 15 years or older 
(%)1 (from QISU data, triage category ≤ 3). 







 % Admitted 29.3 16.6 31.6 
 Type of place    
     Indoors 26.3 53.5 24.8 
     Outdoors  36.2 26.3 45.3 
 Sub Type of place    
     Home or other dwelling 36.9 48.3 73.5 
     Industrial/construction area 25.7 3.5 3.5 
     Service/retail area 17.9 13.3 6.2 
     Health facility * 18.3 * 
 Part of place    
     Kitchen 4.6 18.8 6.8 
     Garden 8.5 8.0 * 
     Workshop/shed 11.7 * 11.1 
     Garage * * 6.8 
 Nature of injury group3    
     Open wound 53.0 57.1 56.9 
     Contusion 10.8 20.1 7.8 
     Crushing 9.3 3.9 * 
     Fracture 5.3 * 4.3 
     Amputation 4.7 * 15.5 
     Foreign body 6.2 * * 
     Internal organ failure 5.1 * * 
 Body region group3    
     Head 11.4 9.0 7.8 
     Arms 69.1 62.7 70.7 
     Legs 14.4 14.3 15.5 
 Injury factors    
     Knife 10.1 13.5 12.0 
     Glass 3.1 3.9 * 
     Power tools 20.1 * 35.0 
     Metal 8.5 * 6.0 
     Hand tools 4.3 * 8.5 
     Other machinery 9.7 * * 
     Other household utensils (incl. scissors) * 9.2 * 
     Door/window * 5.8 * 
1 Characteristics representing a small proportion of injuries omitted from table. 
2 Insufficient numbers to calculate proportions for females aged 65 years and over. 
3 Based on ICD codes 
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Table 2.14: Major characteristics of heat injuries in persons aged 15 years or older (%)1(from 
QISU data, triage category ≤ 3). 





 % Admitted 18.0 6.8 
 Type of place   
     Indoors 36.0 76.4 
     Road 5.1 2.1 
     Other outdoors 28.2 10.1 
 Sub Type of place   
     Home or other dwelling 43.9 65.5 
     Service/retail area 17.1 20.3 
     Industrial/construction area 21.5 * 
     Road/path 5.0 * 
     Health facility * 4.7 
 Part of place   
     Kitchen 19.6 59.5 
     Garden 8.1 4.2 
     Workshop/shed 8.3 * 
 Nature of injury group3   
     Burn 76.3 83.0 
     Contusion 7.8 5.7 
     Poisoning 4.8 4.7 
 Body region group3   
     Head 32.5 14.2 
     Arms 37.1 55.2 
     Legs 12.6 13.2 
     Trunk 7.5 9.9 
 Injury factors   
     Hot water 16.6 21.9 
     Hot oil/fat 11.5 19.4 
     Chemicals 6.7 4.2 
     Cooking appliances 4.1 9.7 
     Petroleum products 9.3 * 
     Welding equipment 7.1 * 
     Metal 4.1 * 
     Hot beverage * 7.6 
     Hot food * 3.8 
1 Characteristics representing a small proportion of injuries omitted from table. 
2 Insufficient numbers to calculate proportions for persons aged 65 years and over. 
3 Based on ICD codes 
Injury Prevention in Queensland – Report to QIPC from CARRS-Q 2009  25
2.4 ANALYSIS OF HOSPITAL ADMISSIONS DATA 
2.4.1 Trends in admissions as a consequence of unintentional injury  
The Queensland Hospitals Admitted Patient Data Collection (QHAPDC) was 
analysed for the years 2002/3 to 2006/7 to examine trends in admissions as a 
consequence of unintentional injury.  As mentioned above, only the QHAPDC data 
were considered sufficiently comprehensive and representative for an analysis of 
trends.  To examine relative changes in external cause categories, either singly or, in 
the case of small categories, combined with causes of similar nature, logarithms of 
their annual proportions were regressed on years with the inverse of the appropriate 
log-binomial variances as weights.  Results are presented as annual percentage 
changes with 99% confidence intervals.  Since the admitted patient population ages 
over the period, and since injury causes are known to vary by age, annual age-
adjusted percentage changes are also given.  For the latter purpose, the age categories 
were 0 to 14 years, 15 to 64 years and 65 years and over. 
 
Table 2.15: Estimated median ages (years) of injured persons by year (QHAPDC) 
 2002/3 2003/4 2004/5 2005/6 2006/7 
Males 30.2 30.5 31.3 31.4 32.2 
Females 50.7 51.6 51.9 53.4 54.3 
 
As can be seen in Table 2.15, there has been an increase in the median age for all 
injuries over the time period examined.  For females, this increase is almost 4 years 
and is nearly twice the increase for males (2 years) over the period.  Table 2.16A 
shows that significant decreases in injuries due to animal-related trauma, poisoning, 
and cutting or crushing occurred for males over this period.  This is encouraging as 
these mechanisms together account for a substantial proportion of injuries in males 
(19.19%).  However, a significant, albeit small, increase in injury due to falls occurred 
for males during this period and as this mechanism accounts for the largest proportion 
by far of injuries to males, it merits attention in terms of prevention efforts. 
For females, there was a similar significant decline in injuries due to animals as that 
for males.  Injuries due to poisoning also declined significantly.  As for males, falls 
injuries for females increased significantly and this is likely related to greater 
proportions of falls in the elderly for women since it occurs with an increase in the 
median age for injury among females.  This suggests that prevention efforts that 
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reduce injury falls in older women are likely to have the greatest impact on these 
figures. 
Tables 2.16B-E show this trend data broken down into age groups for males and for 
females. 
 
Table 2.16A: Trends in mechanisms of unintentional injury 2002/03 to 2006/07: annual 
percentage change with 99% confidence interval (99% CI) (from QHAPDC).  
99% Confidence 
Intervals for % 
change 












Males (N = 174,594)      
   Transportation 18.72 ↑ 0.61 -0.21 1.44 0.47 
   Falls 28.6 ↑ 0.84 0.25 1.44 0.49* 
   Drowning/threats to breathing 0.53 ↑ 0.41 -4.96 6.07 1.39 
   Fire/hot objects 2.17 ↓ 2.00 -4.58 0.64 1.69 
   Poisoning 3.2 ↓ 5.14 -7.17 -3.08 -4.44* 
   Cutting/crushing 7.37 ↓ 2.01 -3.35 -0.65 -1.58* 
   Animal-related 5.03 ↓ 6.36 -7.97 -4.73 -6.17* 
   Machinery/electricity  4.87 ↑ 0.16 -1.58 1.92 0.14 
   Collision with person 2.57 ↑ 5.73 3.18 8.35 4.95* 
   Collision with object 5.82 ↑ 1.54 -0.03 3.14 1.93 
   Other/unspecified 21.13 ↑ 1.05 0.31 1.80 0.24* 
Females (N = 121,266)      
   Transportation 10.47 ↓ 0.79 -2.22 0.67 0.74 
   Falls 51.33 ↑ 1.26 0.80 1.72 1.52* 
   Drowning/threats to breathing 0.56 ↑ 3.80 -2.76 10.79 5.62 
   Fire/hot objects 1.79 ↑ 0.67 -2.99 4.47 0.95 
   Poisoning 5.19 ↓ 6.26 -8.21 -4.26 -2.61* 
   Cutting/crushing 3.88 ↓ 2.37 -4.75 0.06 -3.15 
   Animal-related 5.91 ↓ 4.16 -6.04 -2.24 -5.81* 
   Machinery/electricity  0.74 ↓ 1.12 -6.88 4.98 -1.28 
   Collision with person 0.8 ↑ 4.02 -1.66 10.03 3.09 
   Collision with object 2.99 ↓ 0.57 -3.28 2.23 -2.28 
   Other/unspecified 16.35 ↓ 0.02 -1.13 1.10 -0.76 
Represents a significant change (p <.05). 
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Table 2.16B: Trends in mechanisms of unintentional injury 2002/03 to 2006/07 to males by age 
group: annual percentage change with 99% confidence interval (99% CI) (from QHAPDC).  
99% Confidence Intervals for % 
change 
Mechanism of injury Proportion of 




(%) Lower Upper 
Males 0-14 years     
Transport 8.1 1.58 -0.33 3.53 
Falls 64.8 0.39 -0.68 1.47 
Drowning/threats to breathing 0.6 -0.79 -8.34 7.39 
Heat 0.8 0.26 -3.71 4.39 
Poisoning 1.9 -3.54 -7.17 0.23 
Cutting/piercing 2 -2.81 -6.4 0.93 
Animal related 2.7 -6.5 -10.07 -2.78 
Machines/electricity 3.5 3.53 -5.23 13.1 
Collision with person 0.1 8.89 3.87 14.16 
Collision with object 2.4 0.73 -2.5 4.06 
Other and unspecified 13.1 -0.98 -2.95 1.04 
Males 15-24 years     
Transport 16.5 -0.59 -2.01 0.85 
Falls 38.5 -1.33 -3.34 0.72 
Drowning/threats to breathing 1.2 -1.25 -20.38 22.49 
Heat 4.3 -1.58 -7.96 5.23 
Poisoning 4.6 -4.49 -9.58 0.89 
Cutting/piercing 4.8 -2.04 -4.49 0.48 
Animal related 4.6 -7.98 -11.67 -4.14 
Machines/electricity 0.9 1.75 -2.33 6 
Collision with person 3.3 3.43 -0.32 7.33 
Collision with object 6.2 3.36 0.03 6.81 
Other and unspecified 15.3 2.74 1.11 4.41 
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Table 2.16C: Trends in mechanisms of unintentional injury 2002/03 to 2006/07 to males by age 
group: annual percentage change with 99% confidence interval (99% CI) (from QHAPDC). 
99% Confidence Intervals for % 
change 
Mechanism of injury Proportion of 




(%) Lower Upper 
Males 25 - 64 years     
Transport 26.7 1.62 0.4 2.86 
Falls 15.1 0.49 -0.71 1.71 
Drowning/threats to breathing 0.2 -0.6 -9.92 9.69 
Heat 1.7 -2.31 -6.56 2.13 
Poisoning 2.4 -6.67 -9.63 -3.61 
Cutting/piercing 10.4 -2.56 -4.39 -0.7 
Animal related 4.4 -6.05 -8.22 -3.83 
Machines/electricity 4.4 -1.27 -3.32 0.82 
Collision with person 5.3 7.43 2.7 12.39 
Collision with object 6.6 1.1 -1.15 3.41 
Other and unspecified 22.7 1.53 0.51 2.56 
Males > 64 years     
Transport 19.2 -3.53 -7.02 0.09 
Falls 19.5 1.74 0.93 2.56 
Drowning/threats to breathing 0.3 11.17 -4.17 28.97 
Heat 1.8 -3.78 -14.84 8.71 
Poisoning 3.3 0.64 -6.99 8.9 
Cutting/piercing 8.8 2.79 -4.46 10.59 
Animal related 6.2 -4.8 -11.05 1.9 
Machines/electricity 7.4 -2.11 -7.71 3.82 
Collision with person 1.7 -2.7 -31.99 39.22 
Collision with object 6.3 3.14 -3.69 10.46 
Other and unspecified 25.5 -5.7 -8.33 -3 
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Table 2.16D: Trends in mechanisms of unintentional injury 2002/03 to 2006/07 to females by age 
group: annual percentage change with 99% confidence interval (99% CI) (from QHAPDC). 
99% Confidence Intervals for % 
change 
Mechanism of injury Proportion of 




(%) Lower Upper 
Females 0-14 years     
Transport 3.9 1.13 -2.28 4.65 
Falls 81.6 1.73 0.43 3.04 
Drowning/threats to breathing 0.3 4.91 -4.1 14.77 
Heat 0.3 1.47 -3.41 6.59 
Poisoning 1.3 -5.69 -9.48 -1.75 
Cutting/piercing 0.6 0.65 -4.43 5.99 
Animal related 1 -4.7 -8.33 -0.91 
Machines/electricity 0.2 0.92 -13.13 17.24 
Collision with person 0.1 5.1 -3.74 14.76 
Collision with object 1.2 -0.08 -4.61 4.67 
Other and unspecified 9.5 -1.9 -4.33 0.6 
Females 15-24 years     
Transport 9.3 -0.75 -3.42 2.01 
Falls 42.1 3.61 -0.17 7.54 
Drowning/threats to breathing 1.4 -10.02 -33.53 21.81 
Heat 4.8 8.32 -3.22 21.24 
Poisoning 6.6 -9.08 -13.19 -4.77 
Cutting/piercing 4.3 2.1 -3.25 7.74 
Animal related 7.7 -1.82 -6.36 2.93 
Machines/electricity 0.6 -1.92 -16.34 14.97 
Collision with person 1.7 7.75 -3.29 20.04 
Collision with object 5.1 -1.54 -8.52 5.98 
Other and unspecified 16.4 2.5 -0.68 5.79 
 Lennon, Haworth, Titchener, Siskind, McKenzie, FitzGerald, Clark, Sheehan & Edmonston 30  
Table 2.16E: Trends in mechanisms of unintentional injury 2002/03 to 2006/07 to females by age 
group: annual percentage change with 99% confidence interval (99% CI) (from QHAPDC). 
99% Confidence Intervals for % 
change 
Mechanism of injury Proportion of 




(%) Lower Upper 
Females 25-64 years     
Transport 25.2 -1.25 -3.36 0.89 
Falls 15.7 2.39 1.15 3.65 
Drowning/threats to breathing 0.3 5.48 -8.09 21.06 
Heat 1.9 1.58 -5.44 9.12 
Poisoning 10.9 -6.89 -9.76 -3.92 
Cutting/piercing 8.3 -4.93 -8.12 -1.64 
Animal related 10.2 -3.59 -6.2 -0.9 
Machines/electricity 1.2 -2.39 -9.63 5.44 
Collision with person 2.1 4.12 -6.28 15.68 
Collision with object 4.4 3.85 -0.79 8.7 
Other and unspecified 19.9 1.45 -0.14 3.07 
Females >64 years     
Transport 14.1 -1.92 -5.8 2.12 
Falls 34.1 0.52 0.13 0.91 
Drowning/threats to breathing 0.4 10.32 -4.64 27.63 
Heat 1.5 -1.7 -14.62 13.17 
Poisoning 7 4.9 -2.35 12.69 
Cutting/piercing 5.9 -4.79 -14.26 5.72 
Animal related 9 -8.66 -15.71 -1.03 
Machines/electricity 1.3 -1.16 -18.54 19.92 
Collision with person 0.7 1.29 -23.14 33.48 
Collision with object 3.4 -7.84 -14.51 -0.66 
Other and unspecified 22.8 -2.33 -4.78 0.18 
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2.5 INDIGENOUS PEOPLES AS A HIGH-RISK POPULATION 
Indigenous populations are consistently over-represented in injury prevalence and 
associated morbidity and mortality in developed countries throughout the world, 
including Australia.  However, injury and its prevention receive minimal attention in 
national Indigenous health reform (eg. ‘Closing the Gap’) compared to the multitude 
of well-known chronic and systemic diseases (Moller et al., 2003).  Clapham 
(unpublished) argues that advocacy of Indigenous injury as a priority has been 
historically slowed by a lack of knowledge and research in this area and failure to 
implement existing recommendations, reports and strategies. 
This section draws on the limited literature and data available to profile the prevalence 
and characteristics of injury to Aboriginal and Torres Strait Islander peoples in 
Queensland.  Recommendations are specifically provided on how to improve routine 
data collection processes, priority areas for Indigenous injury based on external 
causation and opportunities for intervention. 
2.5.1 Data issues 
Over the last decade, the quality and availability of statistical information on 
Aboriginal and Torres Strait Islander peoples in Australia has significantly improved, 
particularly in the health domain.  This progress is primarily due to increased 
coordination across agencies, promotion of Census and administrative data collections 
at the community level, and the recent development of the National Advisory Group 
on Aboriginal and Torres Strait Islander Health Information and Data Strategic Plan 
2006-2008 - http://www.aihw.gov.au/publications/index.cfm/title/10373.  This plan 
(AIHW, 2006) identifies four priority areas to improve statistical information 
pertaining to Indigenous health: 
• Approaches to health information, development, collection and use: 
Developing health information and evidence; Data protocols; Return of data to 
communities/use of data by communities; Aboriginal and Torres Strait 
Islander statistical workforce; Culturally appropriate measures of health; and 
International collaboration and international comparisons; 
• Priorities for information development: Enumeration of the Aboriginal and 
Torres Strait Islander population; Surveys; Administrative data; Primary 
health care; Other health services; Mental health; Violence; Prisoners' health; 
and Health workforce; 
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• Analytical work: Health trends; Avoidable mortality and morbidity; Burden of 
disease; and Health expenditure; and 
• Key statistical reports: Health status and health service delivery. 
A conscious effort by the health sector to collect information that is conceptually and 
culturally relevant to Indigenous peoples in accordance with the National Aboriginal 
and Torres Strait Islander Health Data Principles (AHMAC, 2006) - 
http://www.aihw.gov.au/committees/nagatsihid/nagatsihid_data_principles.doc - has 
also improved data quality. 
Data quality and availability 
Despite data improvements, several limitations are acknowledged with analysing and 
interpreting Indigenous health and injury data above and beyond those identified for 
other populations in earlier sections of this Report.  Firstly, the recording of 
‘Indigenous status’ in hospital collections is affected by different admission and 
service delivery patterns, which inevitably change over time.  In addition, there are 
differences both within and between jurisdictions with regard to the collection and 
storage of Indigenous status information.  As such, this Report would like to add 
weight a previous recommendation from the AIHW (2005), calling for standard 
processes for collecting, recording and storing information on Indigenous status 
across all jurisdictions. 
Secondly, there is historical evidence of underestimates of Indigenous hospitalisations 
due to a failure to identify on the part of the patient and/or practitioner.  However, 
increased education on the importance of Indigenous identification to inform health 
policy and service delivery has led to improved accuracy.  A recent analysis 
conducted by the AIHW (2008) estimated the accuracy of Indigenous identification in 
hospital separations data for Queensland rose from 82% in 1998-99 to 87% in 2005-
06.  Estimated accuracy of Indigenous identification in hospital separations data for 
Western Australia, Northern Territory, South Australia, New South Wales and 
Victoria was comparable (ie. < 20% under-identification of Indigenous patients) and 
also deemed acceptable to draw meaningful conclusions about Indigenous injury and 
health.  To facilitate meaningful analyses of Indigenous injury, it is recommended that 
all jurisdictions continue to vigilantly monitor completeness and accuracy of 
Indigenous identification in both hospital collections (numerator data) and other 
administrative/census collections (denominator data).  For example, CARRS-Q 
recently successfully lobbied the ABS to continue demographic breakdowns for 
statistical local areas (SLAs) in remote areas of North Queensland (where the majority 
of Indigenous people live) when it was planned to stop the service. 
Thirdly, there is a distinct lack of information on less serious injuries (non-admissions 
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and Emergency Department presentations only).  While the National Non-Admitted 
Patient Emergency Department Care Database records Indigenous status, it does not 
include injury coding (eg. ICD-10).  In contrast, the Injury Surveillance National 
Minimum Data Set includes injury coding (components of ICD-10) but does not 
record demographic details such as Indigenous status.  Therefore, there is currently no 
national minimum data set containing both Indigenous status and injury coding 
(AIHW, 2008). 
Finally, in Queensland there is virtually no information collected on less serious 
injury in smaller remote health facilities (where the majority of Indigenous people live 
and present for treatment).  According to Adrian Horth, ED Specialist Project Officer, 
Health Systems Development, Queensland Health (personal communication, 2008), 
EDIS (see Section 2.2.2) is only installed in 28 major Emergency Departments in 
Queensland, with only six of these facilities collecting detailed information.  “As for 
what data is collected at the other 200 plus health facilities, virtually nothing of value, 
just attendance numbers and Triage Category, and not always Triage Category”.  The 
potential for case-specific data collection in smaller health facilities/community 
clinics is further discussed in Section 2.6.5. 
Data sources for analyses 
Given the lack of information on less serious injury data (non-admissions), the 
following snapshot of Indigenous injury is primarily based on the recent Aboriginal 
and Torres Strait Islander Health Performance Framework Report (ATSIHPFR) 
(AIHW, 2008) and other available research literature.  The ATSIHPFR provides 
detailed analyses of the: 
• ABS mortality unit record data; 
• AIHW National Hospital Morbidity Database – annual compilation of 
episode-level records for admissions in each Australian jurisdiction including 
injury characteristics, diagnoses and care (based on the National Health Data 
Dictionary); and 
• 2004-05 National Aboriginal and Torres Strait Islander Health Survey (n = 
10,439 Indigenous respondents of all ages in remote and non-remote areas of 
Australia). 
Where possible, Queensland-specific data is presented (including an examination of 
QISU data), but in some cases aggregated information from New South Wales, 
Victoria, Queensland, Western Australia, South Australia, and the Northern Territory 
is reported. It is expected that this aggregate information will be indicative of 
Queensland trends given that Indigenous populations in more remote areas are over-
represented in this national sample, as is the case in Queensland (AIHW, 2008). 
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2.5.2 Mortality due to injury among Aboriginal and Torres Strait Islander 
peoples 
In terms of prevalence, Indigenous people are estimated to be three times more likely 
to die from injury than other Australians which accounts for 16% of all Indigenous 
deaths. Similarly, Indigenous Queenslanders are 2.8 times more likely to die from 
injury than non-Indigenous Queenslanders (Wenitong, 2008). 
In terms of demographics, males accounted for the majority (72%) of Indigenous 
injury-related deaths in Australia and were over-represented in all age groups, 
particularly in the 25-54 year age bracket. Females were also over-represented in 
injury-related deaths across all age groups, particularly in the 35-44 years age bracket 
(AIHW, 2008). 
The primary causes of injury-related death for Indigenous people were ‘transport 
accidents’ (35% of all deaths) and ‘intentional self-harm or suicide’ (26% of all 
deaths). The suicide rate among Aboriginal and Torres Strait Islander peoples was 
nearly twice as high as the rate for non-Indigenous Australians, while transport injury 
death rate was almost three times as high. 
The rate of fatal ‘assault’ (homicides) among Indigenous males and females was 
seven and 11 times higher than their non-Indigenous counterparts respectively 
(National Public Health Partnership, 2004). 
While less prevalent, age-standardised Indigenous death rates due to ‘falls’ and 
‘drownings’ were 2.5 and 3.6 times higher than the general population (Helps & 
Harrison, 2004; cited in National Public Health Partnership, 2004). 
With regard to ‘closing the Indigenous health gap’, Vos et al. (2007) calculated that if 
Indigenous Australians had the same level of mortality and disability as the rest of the 
Australian population, their burden of injury and disease would be 59% lower.  Injury 
accounted for 15% of the gap with suicide (4%), transport-related trauma (3%) and 
homicide and violence being the largest contributors (3%). 
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2.5.3 Morbidity due to injury among Aboriginal and Torres Strait Islander 
peoples 
After ‘care involving dialysis’ (41% of all hospital separations), ‘injury and 
poisoning’ was the second most common principal diagnosis (ICD-10-AM) among 
Indigenous Australians, representing 8% of all hospital separations.  In terms of 
prevalence, age-standardised injury rates for Indigenous Australians are about twice 
the rate for other Australians.  In Queensland, Indigenous injury rates are 1.7 times 
higher for males and 1.9 times higher for females than the remainder of the population 
(AIHW, 2008). 
AIHW (2008) analyses also provide evidence of increased co-morbidity with 
Indigenous injury.  Approximately 24% of Indigenous hospitalisations with a 
principal diagnosis of injury, were reported with an additional diagnosis of mental 
and/or behavioural disorders and, to a lesser extent, endocrine, metabolic and/or 
nutritional disorders. 
In terms of demographics, males accounted for the majority (56%) of Indigenous 
injury-related hospitalisations in Australia and were over-represented in all age 
groups, particularly in the 35-54 year age bracket.  Females were also over-
represented in injury-related hospitalisations across all age groups (with the exception 
of the 65+ year age group), particularly in the 25-44 year age bracket (AIHW, 2008). 
In a recent review of all injury hospital separations for children aged 0-14 years in 
Cape York region in Queensland, Kennedy (2007) clearly demonstrated that 
Indigenous children are also a high-risk group.  In 2004/05 Indigenous children 
presented with injury at a rate of 56.1 per 1,000 population compared 20.1 per 1,000 
population for non-Indigenous children.  In 2005/06 Indigenous children presented 
with injury at a rate of 41.7 per 1,000 population compared 20.3 per 1,000 population 
for non-Indigenous children.  Finally, in 2006/07 Indigenous children presented with 
injury at a rate of 48.1 per 1,000 population compared 20.0 per 1,000 population for 
non-Indigenous children. 
The primary causes of injury-related hospitalisations for Indigenous people were 
‘interpersonal violence or assault’ (27% of all hospitalisations), ‘falls’ (17% of all 
hospitalisations), ‘exposure to inanimate mechanical forces’ (12% of all 
hospitalisations), ‘complications of medical and surgical care’ (10% of all 
hospitalisations) and ‘transport accidents’ (10% of all hospitalisations). 
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AIHW (2008) reported that Aboriginal and Torres Strait Islander males and females 
were eight and 35 times more likely to be hospitalised for injuries due to 
‘interpersonal violence or assault’, compared to other males and females respectively. 
The immense contribution of ‘interpersonal violence or assault’ to Indigenous injury 
was highlighted in subsequent analyses of the National Aboriginal and Torres Strait 
Islander Social Survey 2002.  Nationally, the proportion of Indigenous people who 
reported being a victim of physical or threatened violence in the last 12 months was 
19.5%, compared to 8.9% of the non-Indigenous people.  In Queensland, the 
proportion of Indigenous people who reported being a victim of physical or threatened 
violence in the last 12 months was 22.3%, compared to 10.7% of the non-Indigenous 
people (Cripps, 2008).  Al-Yaman et al. (2006) also demonstrated that the prevalence 
of assault, sexual assault and family violence among Indigenous people in ‘remote’ 
areas is between three and four times higher than for Indigenous people living in 
‘non-remote’ areas. 
A recent national examination of Indigenous transport trauma showed that Aboriginal 
and Torres Strait Islander peoples are 1.4 times more likely to be hospitalised due to a 
land transport crash (Harrison & Berry, 2008).  Once again, risk of transport injury 
increases with remoteness.  Indigenous people are significantly more likely to be 
seriously injured as passengers or pedestrians, while non-Indigenous people are more 
likely to be seriously injured as drivers or motorcycle riders.  Compared to national 
analyses, Queensland has a slightly higher rate of non-traffic (not on public road) and 
motorcycle crashes resulting in a hospitalisation (Edmonston, unpublished thesis).  
The different crash patterns for Aboriginal and Torres Strait Islander peoples partly 
reflect the ‘context’ of Indigenous community life (eg. increased remoteness, lower 
levels of vehicle ownership, reduced access to services, higher unemployment, 
increased alcohol consumption, etc.).  The importance of ‘remoteness’ and ‘context’ 
in understanding and preventing Indigenous injury is discussed in Section 2.6.5. 
The contribution of alcohol use to Indigenous injury is well established.  AIHW 
(2008) reported that Aboriginal and Torres Strait Islander peoples were almost five 
times more likely than non-Indigenous people to be under the influence of alcohol or 
other substances at the time of injury. 
2.5.4 An examination of Indigenous injury causation using QISU data 
This section provides a brief analysis of available QISU data for the period 2002 to 
2007 to make comparisons between Indigenous and non-Indigenous presentations 
(broken down by age and sex) on ‘intentionality’ grouping and ‘mechanism of injury’ 
(external cause).  An analysis was also conducted to ascertain alcohol involvement in 
Indigenous and non-Indigenous episodes for each ‘intentionality’ grouping. 
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The characteristics of the QISU dataset (including definitions, data cleaning, the 
construction of combined variables and limitations/caveats) and the parameters for the 
analysis of this dataset were previously discussed in Section 2.3.  However, it is 
important to acknowledge that the health facilities represented in this dataset (with the 
exception of Mareeba District Hospital and Mt Isa Base Hospital) are in areas where 
Indigenous people comprise only a very small proportion of the population.  
Furthermore, no health facilities in Deed of Grant in Trust (DOGIT) communities, 
where a large proportion of Queensland’s Indigenous population live, were involved 
in the data collection.  As such, supplementary analyses by the Statistical and Library 
Service Centre of Queensland Health (Kennedy, 2007) are presented to illustrate 
specific issues. 
Indigenous and non-Indigenous presentations by ‘intentionality’ grouping 
Table 2.17 overleaf shows the proportion of Indigenous and non-Indigenous 
presentations (for persons ≥ 10 years) accounted for by each ‘intentionality’ grouping.  
The table clearly shows that the overwhelming majority of injuries incurred by both 
Indigenous and non-Indigenous patients across all ages were ‘unintentional’. 
The proportion of injuries that were ‘unintentional’ remains high for non-Indigenous 
patients across all ages.  In contrast, Indigenous patients were much more likely to 
present for treatment following ‘other assault’, ‘domestic violence’ or ‘self-harm’, 
particularly women aged 15-64 years.  Not surprisingly, more than 95% of injuries 
sustained by both Indigenous and non-Indigenous children (0 – 9 years) were 
‘unintentional’.  Indigenous infants (0-4 years) and Indigenous children (5-9 years) 
were slightly more likely to present following ‘other assault’ but the actual numbers 
were small. 
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Table 2.17: Intentionality grouping of injury for Indigenous and non-Indigenous presentations 
by age and sex (as a proportion - %) (QISU data, triage category ≤ 3) 
 Age group (years) 
Intentionality Group 10-14 15-24 25-64 65+ 
 M F M F M F M F 
 










































































































































































































































Indigenous and non-Indigenous presentations by ‘mechanism of injury’ grouping 
Table 2.18 overleaf shows that ‘mechanism of injury’ (ie. how injuries occurred) was 
similar for both Indigenous and non-Indigenous patients.  Children under 15 years, 
particularly those under 10 years not shown in the table, and adults over 65 years were 
most likely to be injured in ‘falls’.  In addition to ‘falls’, children (0 – 14 years) and 
adults (15 – 65 years) were predominantly injured through ‘contact’, ‘transport’ and 
‘cutting and crushing’. 
.
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Table 2.18: Mechanism of injury causing Indigenous and non-Indigenous episodes by age by sex 
(as a proportion - %) (QISU data, triage category ≤ 3) 
 Age group (years) 
Mechanism of injury 10-14 15-24 25-64 65+ 
 M F M F M F M F 
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Alcohol involvement in Indigenous and non-Indigenous injury 
Although in many cases actual numbers of presentations were small, an analysis of 
the QISU data for injury presentations of those aged ≥ 15 years supports the assertion 
that alcohol is more likely to be a factor in Indigenous than non-Indigenous injury.  
Specific results were as follows: 
• Alcohol was involved in 3.1% of ‘unintentional’ injuries to Indigenous 
males (compared to 0.8% for non-Indigenous males). 
• Alcohol was involved in 4.1% of ‘unintentional’ injuries to Indigenous 
females (compared to 0.7% for non-Indigenous females). 
• Alcohol was involved in 10.5% of ‘self-harm’ injuries to Indigenous males 
(compared to 3.1% for non-Indigenous males). 
• Alcohol was involved 5% of ‘self-harm’ injuries to Indigenous females 
(compared to 1.7% for non-Indigenous females). 
• Alcohol was involved in 11.6% of ‘other assault’ injuries to Indigenous 
males (compared to 6.1% for non-Indigenous males). 
• Alcohol was involved in 9.6% of ‘other assault’ injuries to Indigenous 
females (compared to 6.3% for non-Indigenous females).  
• Alcohol involvement rates were similar for both Indigenous and non-
Indigenous patients who presented with ‘domestic violence’ injuries 
 
2.5.5 The role of ‘context’ in understanding and preventing Indigenous injury 
As previously mentioned, risk of injury increases with remoteness (AIHW, 2008; 
Edmonston, unpublished thesis). So, given that 26.5% of Indigenous Australians live 
in ‘remote’ or ‘very remote’ areas, compared to 2.0% of non-Indigenous 
Australians(Currie & Senbergs, 2007), it is not surprising that they are over-
represented in serious injury.  As such, it is clear that any recommendations to address 
Indigenous injury must address the ‘context’ in which the risk occurs. 
Cross-agency policy and solutions: Addressing ‘hardship’ to reduce Indigenous 
injury 
Gruen and Yee (2005) highlighted that Indigenous health problems (including injury) 
are typically a product of the ‘hardship’ they face (eg.. increased remoteness, lower 
levels of vehicle ownership, reduced access to services, higher unemployment, lower 
education levels, etc.) and behavioural problems often stemming from the ‘hardship’ 
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(eg. excessive alcohol consumption, legal infringements, etc.).  This relationship was 
demonstrated in a recent examination of hospital separations for Queensland’s 
Aboriginal DOGIT communities (see Figure 2). 
 
 
Figure 2: Rate ratios for key health indicators in Aboriginal DOGIT communities compared to 
the rest of the Queensland, 2004/05 – 2006/07 
Kennedy’s (2007) analysis uncovered exceptionally high rates of interpersonal 
violence ad assault, coupled with higher unemployment rates and increased police 
attention.  Given that the DOGIT communities are geographically defined with fairly 
accurate population estimates, it is suspected that these rates would be more indicative 
of their actual injury involvement than other data sources cited. 
Additionally, there is evidence that Indigenous injury prevention can be achieved 
through methods that address the ‘context’ in which behaviours occur.  For example, 
the implementation of Alcohol Management Plans (AMPs) in DOGIT communities, 
coupled with strong community networks (eg. Men’s Groups, Murri Courts), has been 
linked with a significant reduction in RFDS retrievals from those areas (Margolis et 
al., 2008). Hence the following is recommended: 
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Recommendation 3.1 
As a priority, the QIPC should develop policy to address the primary causes on 
Indigenous injury (interpersonal violence and assault, falls among the young and 
elderly, transport accidents) and associated risk factors (eg. alcohol use).  This policy 
should focus on prevention where possible.  The policy development process should 
involve all government agencies and examine the potential to improve other aspects 
of ‘Indigenous life’ (eg. employment opportunities, alcohol use) with a view to 
subsequently improving injury outcomes. 
A holistic approach to injury prevention has implications for evaluation and 
monitoring initiatives.  Shannon (2007, p.11) points out that: “There is a growing 
recognition that it is no longer acceptable to use measures such as morbidity and 
mortality rates alone to assess outcomes in Aboriginal ad Torres Strait Islander health, 
and that there are a range of measures, particularly intermediate ones, that more 
accurately reflect successful approaches to Indigenous Australian health and likely 
longer term health improvements”. 
The Queensland Indigenous Licensing Project has adopted this approach and monitors 
the performance of participating communities on a number of medium-term (eg. 
licence ownership and maintenance), as well as longer-term (eg. road trauma and 







Medium and long-term performance indicators should be developed with any new 
policy or initiative addressing Indigenous injury.  Central to these indicators must be 
measures of community satisfaction and involvement. 
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Improving clinical information systems through local data collection 
Effective policy, service delivery and funding decisions must be informed by quality 
data.  Therefore, it is extremely important that all jurisdictions continue to strive to for 










Queensland Health also has systems in place to collect basic case-specific information 
at smaller clinics.  Griew (2007) reported that Queensland Health has invested heavily 
in the FERRET primary health care management and patient recall system, 
particularly in Northern Area.  This system now holds valuable data collected over 
four years in a large number of sites but it is not liked by some clinicians and data 
quality varies greatly from site to site.  FERRET has, however, the acceptance of 
remote clinics and has been adopted by much of the community-controlled sector in 
Queensland.  As such, it has been identified as valuable tool for identifying local 









In accordance with a previous recommendation from the AIHW (2005), this report 
calls for the development of standard processes for collecting, recording and storing 
information on Indigenous status across all jurisdictions. 
Recommendation 3.4 
To facilitate meaningful analyses of Indigenous injury, it is recommended that all 
jurisdictions continue to vigilantly monitor completeness and accuracy of 
Indigenous identification in both hospital collections (numerator data) and other 
administrative/census collections (denominator data). 
Recommendation 3.5 
The FERRET system should be reviewed to determine whether or not it can be 
improved to meet clinicians’ needs or whether an alternative system is required. 
Any revisions of FERRET should involve representatives from community-
controlled clinics.  This revision must ensure that the system records information on 
injury (not currently collected) as well as chronic illness.  Clinics choosing to use 
FERRET must be offered training and ongoing statistical support to maximise its 
potential. 
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Community capacity building through an Indigenous health workforce strategy 
Gruen and Yee (2005) cite two major cultural problems which impact on all 
Indigenous health outcomes, including injury.  Firstly, they describe ‘sufferance’ or a 
resignation to illness, whereby Indigenous people quietly tolerate illness/pain, expect 
illness as a part of life and are often unaware of treatment.  Secondly, they discuss 
‘invisibility’ which refers to the level of undiagnosed and untreated illness in the 
community and a lack of awareness among local health care providers until acute 
complications present.  Increased prevalence of ‘discharged against medical advice’ 
and ‘did not wait for treatment’ among Indigenous patients in Queensland, as 
demonstrated by Kennedy (2007), are obvious symptoms of these two problems.  
However, increased cultural competency among practitioners dealing with Indigenous 
patients could go along way to improving this situation.  For example, Panaretto and 
Wenitong (2006) highlight the importance of outreach - clinic staff getting out in the 
community and proactively promoting health and injury prevention to break down 















Recommendation  3.6 
The QIPC should consider developing an Indigenous health workforce strategy that 
includes: (i) certified multi-disciplinary training and skill development for staff in 
remote areas; and (ii) a scheme to attract and recruit Indigenous high school and 
university students to the health profession in the area of injury prevention, in 
particular.  The Queensland Aboriginal and Islander Health Council (QAIHC) could 
provide partnership and advice in the development of this strategy. 
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3. COMMUNITY ATTITUDES TO SAFETY, INJURY AND INJURY 
PREVENTION IN AUSTRALIA 
3.1 BACKGROUND 
As a result of research showing that personal health behaviours and lifestyle factors 
play an important role in illness and death, government health agencies have been 
interested in monitoring the level of factors associated with particular health issues, of 
which injury is one (Stevens & Sogolow, 2008).  While surveillance methods such as 
hospital separations data or mortality figures are helpful in demonstrating the 
incidence and nature of more severe injuries, these methods provide little information 
about the risk factors associated with injury, nor do they tell us about those injuries 
not serious enough to result in hospitalisation or death (Bradley & Harrison, 2004) but 
nevertheless costly in terms of more minor medical treatment and burden on the 
community.  These more minor injuries are of interest in themselves as they may be a 
viable proxy for the risk of more serious injury and useful in determining important 
contributing and preceding risk factors (Bradley & Harrison, 2004).  In particular, 
information about people’s level of knowledge as well as the attitudes and beliefs that 
individuals hold, and the health and safety behaviours that they engage in (or not) as a 
result, are needed.  This type of information is difficult to obtain without direct 
questioning and therefore suitable methods of data collection, such as surveys, are 
needed.  In addition, in order to target interventions to improve the overall health of 
populations, or that of specific groups within populations, we need to understand 
which factors are involved in the injuries suffered (Bradley & Harrison, 2004; 2006).   
This overview begins by briefly examining the role of risk perception in injury 
research before moving on to describe various State-based methods of investigating 
community views on health and, in some cases, on injury and injury prevention.  
Where possible, results relating to injury have also been given.  Following this, some 
examples of more specific injury surveys are then described, with recent findings 
included where these have been available. 
3.1.1 Risk perception 
One of the factors affecting the level of injury is people’s perception of risk.  Risk 
perception may be described as involving “a diverse set of cognitive, social, and 
emotional skills [people use] in order to understand the information that they receive, 
interpret its relevance for their lives and communities, and articulate their views to 
others” (Morgan, Fischhoff, Bostrom & Atman, 2001, p.2).  In research on risk 
perception within health, safety and the environment, a tendency towards overconcern 
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with rarer, out of the ordinary risks such as large-scale ecological disasters rather than 
the much more common injury causes such as falling has been found (Fischer, 
Morgan, Fischhoff, Nair & Lave, 1991).  This suggests that people may be generally 
unaware of those risks to their own safety and may thus do little in the way of 
preventing injury from such causes.  
In addition, risk perception is also complicated by individuals’ perceptions of their 
own knowledge and skill in relation to reducing their injury risk.  For example, Will 
and Geller (2004), in trying to explain the lack of uptake of a child safety intervention 
focussed on correct car safety seat (CSS) installation, suggest that where a population 
(such as parents) perceives that there is little or no risk in a behaviour, they may be 
unmotivated to adopt protective actions.  In their study, despite the consistent 
previous findings that high proportions of child safety seats are not installed correctly 
(Eby & Kostyniuk, 1999), few parents perceived any need for intervention and thus 
few attended the free safety seat checks offered in the intervention (Will & Geller, 
2004).   
In addition to perceptions of self knowledge and skill, risk perception is also affected 
by life stage and gender.  Adolescents and young adults (15-24 years old) are 
particularly vulnerable to injury in part because development of executive brain 
function is still continuing during this period at the same time as appreciation of risk 
(Steinberg, 2004).  Young drivers, for instance, are more likely to misperceive crash 
risk compared to older drivers (Deery, 1999) and young people are also more likely to 
exhibit greater levels of risk tolerance (Patil, Shope, Raghunathan & Bingham, 2006).  
Typically adolescence is also a time of heightened risk of injury due to increasing 
exposure of the young person to adult activities such as driving, employment, sexual 
relationships and using alcohol, typically in situations of decreased parental 
supervision.   
Boys have been found to be more likely to engage in risk-taking behaviour than girls 
from a relatively early age (3 years old) and this may account for the over-
representation of boys in injury statistics from as early as preschool age (Morrongiello 
& Dawber, 1999; Morrongiello & Hogg, 2004).  Moreover, in work with children 
aged 6-10 years, Morrongiello and Rennie, (1998) found that boys were more subject 
to optimism bias, which increases the degree to which an individual believes him or 
herself less likely to experience a adverse event (eg an injury) than peers.  In the same 
study, children with higher scores on risk taking were also more likely to see injury as 
due to bad luck.  An association between lowered perceptions of risk in particular 
activities and optimism bias was also found.  Together these results suggest that boys 
of this age are more likely than girls to take risks, less likely to believe that they will 
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get hurt and more likely to see injury as bad luck than a result of controllable 
behaviours.   
Personality factors may also increase risk.  In particular, greater levels of risk 
tolerance, sensation seeking and impulsivity have been shown to increase the 
likelihood that young people will engage in risky behaviours (Arnett, 1996; Bingham 
& Shope, 2004; Greene, Kramar, Walters, Rubin, Hale & Hale, 2000; Grube & Voas, 
1996; Stanford, Greve, Boudreax & Mathias, 1996).  Moreover, education and public 
awareness campaigns that emphasise the danger of risky behaviours (such as those 
often used in road safety) are unlikely to dissuade such individuals from risk taking.   
3.1.2 Health data sources 
As highlighted by Pointer, Harrison and Bradley (2003), the public health approach to 
injury prevention comprises four steps: surveillance, risk factor identification, 
intervention evaluation, and implementation (p. viii).  In terms of the first step, while 
surveillance systems suffer from many limitations, in Australia there are both State-
based and National systems in place to address the issue of data collection.  These 
systems allow a picture (though imperfect) of injury incidence and type to be built.  
However, as mentioned previously, information on attitudes and beliefs is not 
collected through these instruments.  Detailed discussion of these surveillance 
systems is beyond the scope of this review.   
At both a national and State level, surveys have been used to examine health related 
issues.  Some of these surveys contain questions about injury risk factors and 
behaviours.  A brief description of the National Health Survey and of each State-
based system is given below along with recent findings from these in relation to 
injury, where available. 
National Health Survey  
Every three years, the Australian Bureau of Statistics (ABS) carries out the National 
Health Survey, a population representative national telephone survey that asks about 
health related knowledge, behaviours, attitudes and beliefs for a number of priority 
health issues.  The intention of the survey is to provide national benchmarks on the 
surveyed issues as well as monitoring changes.  An injury related module was 
included in this survey for 2001 and 2004-05 (Australian Bureau of Statistics, 2008).  
These modules asked about recent injury (in the past 4 weeks) as well as injury causes 
such as motor vehicle crash, burns, sporting activity and work-related.  Overall, 18% 
of respondents reported sustaining an injury in the previous 4 weeks, with children 0-
14 most affected (25% reported at least 1 injury in previous 4 weeks).  Cuts (31% of 
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males injured, 25% of females injured) were the most common cause identified and 
low (less than a metre) falls were the second most common cause (19% of males 
injured, 24% of females injured).  Sixteen percent of respondents reported long terms 
conditions which they regarded as due to a previous injury.  The most common of 
these was back pain or problems (31%). 
Victorian Population Health Survey 
At a State level, each State conducts health related surveys, generally through the 
government departments responsible for health.  Victoria, through the Department of 
Human Services, collects survey data using the Victorian Population Health Survey.  
The most recent of these was conducted in 2005 and examined issues such as obesity, 
asthma and diabetes (Department of Human Services, 2006).  There were no injury 
questions in this survey. 
South Australian Health Omnibus Survey 
The South Australian Health Omnibus Survey contains questions asking respondents 
about health matters (Government of South Australia, 2008) but these do not appear 
to have focussed on injury in the past 5 years.   
New South Wales Health Survey Program 
NSW Health conducts the NSW Health Survey Program (CATI-TRG, 2003) which 
examines overall health and its determinants.  In 2001 this survey program included 
the Child Health Survey which contained injury questions relating to water safety and 
sun protection and collected information on a total of 9425 children.  More recently 
injury prevention was examined through the inclusion of questions on smoke alarms, 
fire escape plans and water related activities (eg swimming, rock fishing etc) and 
swimming ability (NSW Health, 2007).   
Results from 2006 indicated that almost 87% of those surveyed had smoke alarms 
fitted to their homes, with a significantly higher proportion of people in rural areas 
(90%) than urban areas (86%) reporting this.  No effect was found for socioeconomic 
status.  Of those people reporting that their alarms were battery operated, 82% has 
tested them with the previous 5 months and a further 9% had tested them 6-12 months 
previously.  For those with hard wired smoke alarms, 70% had tested them within the 
previous 5 months and a further 12% had tested them 6-12 months previously.  Less 
than 1% of respondents reported that there had been a fire in their homes that 
activated the alarm during 2006.  Overall, 78% did not have a home escape plan.  
More than 20% of NSW adults reported engaging in a water-based activity 
(swimming, fishing, rock fishing, snorkelling or scuba diving) in the previous 4 
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weeks.  A significantly greater proportion of men (27%) than women (19%) and 
people in younger age groups (16-44 years) than older age groups (55+ years) did so.  
Of those who indicated water activities in the past 4 weeks, 27% rated their 
swimming ability as very good, 28% as good and 37% as average.  Only 8% rated 
themselves as poor swimmers and less than 1% said they could not swim (NSW 
Health, 2007). 
Queensland Health Omnibus Survey  
Queensland has a state-wide survey program which gathers information about several 
areas including behavioural risk factors as well as chronic disease prevalence.  Child 
injury was represented in this program through surveys on child health conducted in 
2003 and again in 2008.  These contained questions related to storage of poisonous 
substances, sun protection and tooth injury (Queensland Health, 2003).  Participants 
were parents of children 0-12 years old.   
In relation to poisoning, most parents reported that toxic substances (eg paracetamol, 
medicines, essential oils) were stored out of reach of children (55%-78%), however, 
less than 20% reported that these substances were kept locked away.  Moreover, 11% 
of parents had not heard of the Poisons Information Line and less than a quarter of 
parents had this phone number readily accessible (on the fridge or programmed into 
the phone).  However, 18% did have the number in a personal phone book.   
Responses to the questions on tooth injury revealed that almost one in five children 
(19%) aged 6 months to 12 years had experienced an injury to the teeth, mouth or jaw.  
Of these, 60% injured a baby tooth and 12% injured an adult tooth.  A large 
proportion knocked out the tooth (12%) or broke it (35%) suggesting that tooth injury 
is relatively common among young children.  Most of these mouth or tooth injuries 
were reported to have occurred at home, either in the house (43%) or in the yard/pool 
area (27%) while a further 15% occurred on the school playground, sports field or 
park.  In more than a third of cases, children were reported to have sustained the 
injury by tripping while walking or playing (34%).  A further 20% were playing 
informal sport and 17% fell from a bed.  Mouthguards were not commonly worn, with 
only 13% of parents reporting the child ever wore one.   
Western Australian Wellbeing and Surveillance System  
In Western Australia, the WA Wellbeing and Surveillance System includes regular 
telephone surveys.  Injury is surveyed in a separate module with questions about 
specific types of injury sustained in the previous 12 months (eg falls, poisoning, 
burns) and whether these have required treatment.  Not all modules are included in 
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every survey, but the 2005 results included figures for self-reported head injuries, 
burns, poisoning and broken bones in children as well as burns and poisoning in 
adults (Crouchley & Daly, 2006a).  In these results, approximately 20% of 
respondents reported experiencing a medically treated injury in the previous 12 
months.  Prevalence was higher for males than females and was highest among males 
aged 16-44 years.  For children, approximately 4% of injuries reported were broken 
bones and 1% were head injuries with loss of consciousness.  Suicide was most 
prevalent among 16-24 year olds (7.5%) while attempted suicide was most prevalent 
among the 25-44 year olds (0.8%).  In examining trends, the authors of this study 
reported unfavourable trends for prevalence of injury in both men and women aged 16 
years and over (Crouchley & Daly, 2006a).   
In 2006, the WA Wellbeing Survey reported on falls in all age groups (Crouchley & 
Daly, 2006b).  Overall, 5.5% of females and 6.5% of males reported sustaining a 
medically treated fall injury during the previous 12 months.  Falls injuries were more 
prevalent in young men 16-24 years old (11.5%) and women 65 years and older 
(10.4%).  However, the odds of reporting a fall injury increased by 1% with each one 
year increase in age.  In addition, chronic health conditions were associated with 
increased odds for falls injury: for people aged 25 years and older, the odds of 
reporting a falls injury in the previous 12 months increased by 29% with each chronic 
health condition reported (Crouchley & Daly, 2006b, p4). 
Tasmania  
The Tasmanian Department of Health and Human Services conducts statewide 
population health surveys that examine strategic priority areas for Tasmania.  
However, the limited resources available mean that much of the data gathered for 
Tasmania comes from data collected by others such as NISU and the ABS.   
Northern Territory 
Features unique to the Northern Territory have meant that a more flexible approach to 
monitoring health has had to be adopted.  The NT took part in a tri-State CATI survey 
with SA and WA in 2000.  It appears that injury was not a specific feature of this 
survey.   
Australian Capital Territory 
Finally, the ACT utilises the Population Health Research Centre for health 
surveillance.  However, ACT Health also commissioned NSW Health to include ACT 
residents in their child health survey of 2001 (CATI-TRG, 2003). 
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3.2 ATTITUDINAL SURVEYS ON INJURY 
3.2.1 Australian surveys  
Using surveys to explore or identify attitudinal and behavioural risk factors for injury 
has been more popular in specific injury areas than in general areas both in Australia 
and internationally.   
Road safety 
In particular, there are regular surveys of community attitudes to road safety 
commissioned by the Australian Transport Safety Bureau, the latest of which, Wave 
19, was released in 2006 (Pennay, 2006).  This set of surveys regularly seeks to gauge 
the views of members of the community on which aspects of road safety are of most 
concern to them as well as to provide a measure of the effectiveness of safety 
campaigns and other countermeasures.  Currently, perceptions about crash causes as 
well as attitudes towards drink driving, speeding and fatigue are surveyed to assess 
the level of community acceptance of these known high risk factors for crash 
involvement.  In addition, the extent to which respondents are aware of the level at 
which alcohol affects driving ability and the amount of alcohol consumption that 
represents legal blood alcohol concentration limits is included in the questions.  The 
regularity with which the survey is conducted allows for comparisons across time and 
trends in community awareness or concern to be identified.   
In the 2006 results, there was a decline in the levels at which “speeding” was given as 
a factor which most often contributes to crashes (in first mentions) from 40% in 2005 
to 35% (Pennay, 2006).  However, there was a corresponding increase in the level of 
first mentions for both “inattention/lack of concentration” (from 11% up to 18%) and 
“driver fatigue” (from 8% to 11%).   
These surveys also reveal a high level of community support for Random Breath 
Testing (RBT), with 97% of those participating agreeing with random testing of 
drivers.  The proportion of drivers who reported having seen police conducting RBT 
in the previous 6 months was 74% and this was similar to results from 2005 (76%).  
However, levels of actual exposure to being breathalysed appear to have dropped 
from 2005 levels, with 28% compared to 32% reporting having been tested in the 
previous 6 months.  Some groups were more likely to report having been tested and 
these were residents of Victoria (36%) and heavy vehicle licence holders (38%).  
Patterns of self-reported drink driving among current licence holders who also drive 
appeared similar to those from 2005, with 43% reporting that they restrict what they 
drink when driving and 37% saying they don’t drink at all under these circumstances.  
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A further 20% reported that they don’t drink alcohol at any time.  Pennay (2006), 
reports that a new question was added to the Wave 19 questionnaire.  This asked 
drivers to report how likely it was that they had driven when actually over the BAC 
limit during the previous 12 months.  Overall, 2% endorsed “very likely” and 4% 
“likely” in response to this question.  Potentially of some concern was that 11% of 
those who had reported restricting their drinking when driving also reported being 
likely to have driven while over the limit in the previous 12 months. 
In terms of speed enforcement, there was a decline in the proportion of participants 
who thought that enforcement activity had increased during the previous 2 years (62% 
down from 72% in 2005).  There was also a significant decline in the proportion of 
capital city residents who reported having been booked for speeding in the previous 2 
years (20% down from 27% in 2005), though this was not significant for participants 
from other locations (16% compared with 19% in 2005).  Pennay (2006) notes that 
attitudes towards speeding appear to have changed over the previous decade, with a 
fall in the proportion of drivers surveyed who agreed with the statement “it’s ok to 
speed if driving safely” from 37% in 1995 to 26% in 2006.  Similarly, members of the 
community appear to be more aware of the role of speeding in crashes and the 
relationship between crash speed and severity of outcome.   
Results for items on driver fatigue revealed that 16% of drivers surveyed reported 
having ever fallen asleep while driving.  Of these drivers, 47% reported having done 
so more than once, and 10% said that the most recent episode resulted in a crash 
(Pennay, 2006).   
In terms of seat belt usage, 97% of participants reported always wearing a belt when 
travelling in the front seat, a result consistent with those from the previous Wave 
surveys since 1993.  This proportion fell somewhat for travelling in the rear seat, 
where 92% of participants reported always wearing a belt (Pennay, 2006). 
Bushfire safety in Victoria 
In addition to the Wave national survey, other State-based bodies have conducted 
injury focussed surveys within specific areas.  These have often included attitudinal 
measures or questions about safety related behaviours.  For instance, the Victorian 
Country Fire Authority recently commissioned a survey that gauged the attitudes of 
residents in high fire risk areas towards bushfire risk and safety (Strahan Research, 
2007).  This survey found that a high proportion of respondents (93.5%) had received 
information about bushfire safety.  Over 80% of those surveyed had also taken action 
to reduce the risk of fire spreading to their homes in line with the recommendations of 
the CFA (Strahan Research, 2007).  However, beliefs about safe and unsafe aspects of 
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housing were less encouraging and some recommended practices, such as installing a 
non-mains water supply, residents rated themselves as unlikely to follow. 
Domestic violence 
Also in Victoria, VicHealth published results from the Violence Against Women 
project that examined community attitudes to this form of violence (VicHealth, 2006 
accessed Oct 28th 2008).  The survey component of the project was conducted by 
telephone with 2800 Victorians.  Findings were that attitudes supporting the 
persistence of violence exist at relatively high levels within the community.  In 
particular, 40% of respondents believed that rape is the result of men being unable to 
control their sexual urges and 15% believed that women say ‘no’ when they really 
mean ‘yes’.  In addition, 20% of respondents believed that the perpetrators of 
domestic violence are equally likely to be men as women (VicHealth, 2006). 
Water safety 
In NSW the Water Safety Taskforce commissioned a report on rural and remote 
community perceptions about water safety (Hunter Valley Research Foundation, 
2003).  The survey collected information on exposure to various water bodies 
(including dams, rivers and swimming pools), existence of pool and home child proof 
fencing as well as beliefs about the preventability of drowning, the level of efforts to 
prevent it and frequency of water and other safety behaviours.  Results indicated that 
while almost 80% of respondents believed drowning to be preventable, only 29% 
thought almost all drownings were preventable.  When it came to the practice of risky 
or safety behaviours, the overwhelming majority of respondents (84.3%) indicated 
that they “always or mostly” ensured that young children were supervised when in the 
water, 15.6% indicated that they “always or mostly” or “sometimes” swam alone in 
the surf, lake or river.    
Child safety 
Queensland has been particularly concerned with child health and the Child Injury 
Prevention Project (ChIPP) was undertaken by the Department of Emergency 
Services and Queensland Health in 2003 in the rural and remote communities of 
Mackay and Mount Isa (Davis, Roselli & McClure, 2008).  The intention was to 
reduce injury in children aged 0-4 years due to falls, burns, poisoning and drowning 
over the 3-5 year period of the project.  This particular project undertook surveys of 
households at three time points (2003, 2005, 2007) in order to assess whether 
incidence of injury indicators changed as a result of activities and collaborations 
established under the project.  Measures used within the survey component related to 
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presence of safety devices (eg stair guards, smoke alarms, pool fencing, first aid kits 
etc) and whether carers had first aid training, rather than measuring attitudes or 
beliefs.  Evaluation of the project suggested that there had been an increase in the 
markers of safety behaviour in the intervention community.  However, since there was 
also an increase in these for the non-intervention community, the only statistically 
significant differences were for prevalence of first aid training and for first aid 
currency in the intervention community (Davis, et al, 2008). 
Falls prevention in older people 
Knowledge and attitudes to falls and risk factors associated with them were surveyed 
as part of the Stay On Your Feet WA: The 2004 Falls Prevention Risk Factor Survey 
Perth (Milligan, 2004).  Older people were found to recognise falling as a problem 
(77%) but most did not see it as likely to happen to them, with 69% rating this 
likelihood as low or non-existent.  Risk factors were perceived as poor balance (81% 
saw this as a factor contributing to falls), poor vision (70%) and inactivity (63%).  
Awareness of how to avoid falls included a variety of actions that could be taken with 
the most frequently identified being physical activity (30%), followed by being more 
alert (28%) and removing hazards (26%).  Only 5% of respondents identified vision 
and less than 2% medications checking as methods to avoid falls (Milligan, 2004). 
3.2.2 International surveys 
Internationally there have been several studies that examine attitudes and behaviours 
in relation to child injury prevention but published research that examines attitudes to 
all age injury or all types of injury is more sparse.  An example of an all-injury, all-
age survey that attempted to gauge public attitudes to injury prevention and relate 
these to age, gender and ethnic differences was carried out by telephone in New 
Zealand during 2001 (Hooper, Coggan & Adams, 2003).  The survey was designed to 
collect baseline data as part of the evaluation of injury prevention programmes carried 
out in the 13 different territorial local authority regions.  Questions covered awareness 
and attitudes to injury prevention, safety behaviours and use of safety equipment in 
the home, child safety (where applicable) and incidence of injury occurring in the 
home (in the previous 12 months) that had required professional medical attention.  
Measures of attitude used 5-point rating scales while safety practices and ownership 
of safety items was measured using a “yes”, “no”, “some” and “not applicable” 
response categories.  The final sample was 5282, with approximately 400 respondents 
from each of the 13 regions.   
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Attitudes to the preventability of injury 
Almost 85% of respondents in this study agreed that “most injuries are preventable”.  
However, beliefs about preventability varied according to the injury type, with high 
levels of agreement that injury in the home or at work is preventable (91% and 84%, 
respectively) falling to around 80% agreeing that motor vehicle and violence injury is 
preventable, while only 58% agreed that most sporting injuries are preventable 
(Hooper et al, 2003).  Moreover, there were significant differences found for age, 
gender, income and ethnicity on these beliefs.  Men were more likely than women to 
see violence as preventable but less likely to believe sporting injury to be preventable.  
Older people aged 65 years and over were consistently less likely than other age 
groups to agree that injury is preventable (though agreement was still over 70% for 
home, work and motor vehicle related injury preventability).  Similarly, those from 
low incomes (< $25,000 per annum) were less likely than any other income bracket to 
believe that injury is preventable, with level of agreement below 75% for motor 
vehicle and violence related injuries.  In contrast, respondents of Maori or Pacific 
Island ethnicity were significantly more likely than other ethnic groups to believe that 
violence (85% agreement) and sporting injuries (66% agreement) were preventable 
(Hooper et al., 2003). 
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Safety of the home 
Awareness of safety was measured by self-rating of the level of safety of the home.  
Over 91% of respondents rated their homes as either reasonably safe or very safe.  
Less than 1% gave a “very unsafe” rating to their home.  Women were significantly 
more likely than men to rate their homes as very safe.  The proportion of respondents 
rating their homes as very safe increased with increasing age.  A significant difference 
in rating was also found for income, with those on incomes <$25,000 more likely than 
other incomes groups to rate their homes as very safe.   
Presence of preventive devices 
Respondents were asked to report on the presence of several safety devices in their 
homes (electric plug guards, stair guards, smoke alarms, first aid kits).  The authors 
found that most respondents reported having a functioning smoke alarm in their home 
(80%), and first aid kits (81%).  However, only 55.7% answered in the affirmative 
when asked if they had lowered the temperature of their hot water to 55°C (or less).  
Stair guards were also a less common safety measure with 45.6% of (appropriate 
respondents) confirming their use.  
The incidence of medically treated injury was reported as 41%, though this dropped to 
15% when only those injuries that had occurred in the home (or someone else’s home) 
were considered (Hooper et al, 2003). 
A Benchmark Survey for the New Zealand Injury Prevention Strategy  
More recently another survey in New Zealand, similarly designed to provide a 
benchmark (for the NZ Injury Prevention Strategy), has also focussed on community 
beliefs in relation to all injury at all ages (Fryer, Honeyfield, Kalafatelis & Palmer, 
2007).  This survey asked respondents (n = 1000) about their beliefs in relation to 
preventability of injury generally, injury in specific locations (home, work, road, 
water), the people most at risk of injury in specific locations and their own sense of 
risk as well as whether they believed they could reduce the risk of injury to 
themselves or their families and whether they had taken action personally to reduce 
the level of injury risk.  Questions also asked respondents about their views on where 
the responsibility for reducing injury lies as well as their perceptions about NZ’s 
overall performance relative to other OECD countries. 
The findings from the survey suggest that the majority of respondents believed that 
injury is generally preventable, but at lower levels than those reported in the earlier 
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survey described above.  Only 68% agreed that road related injury was preventable, 
rising to 77% agreeing that work-related injury is preventable (sports injury was not 
surveyed).  Moreover, the majority of respondents (72%) believed that the road 
presented the greatest threat of injury to them personally as well as to everyone else, a 
finding at variance with the Accident Compensation Commission statistics, which 
demonstrate that in NZ, road injury accounts for only 5-7% of new injury claims in 
comparison to 35% of claims in relation to injuries that occurred at home (Fryer et al, 
2007).  The discrepancies in these perceptions suggest that prevention efforts may 
need to target awareness and knowledge about risk before behavioural change is 
likely to be feasible.   
3.2.3 Limitations of previous research: the reliability and validity of self-report 
 measures 
One difficulty in attempting to assess community views is that these are necessarily 
self-report measures and thus are subject to the drawbacks of this kind of data 
collection method.  Within injury research, there have been attempts to verify the 
extent to which self report can be a good proxy for actual safety practices.  Mason, 
Christoffel and Sinacore (2007) reported on the reliability and validity of The Injury 
Prevention Project Safety Survey (TIPP-SS, a survey asking about injury prevention 
measures undertaken by parents of children aged newborn to 12 in the United States 
of America) using a follow-up on-site observation of the participants’ homes.  Using 
Cronbach’s alpha, the researchers found that the TIPP-SS items were able to measure 
the home-based injury prevention and knowledge in their sample  well (Cronbach α = 
.869).  The extent to which participants’ answers varied from one measurement 
occasion to another (external reliability) was determined via test-retest and the TIPP-
SS was found to be reliable.  However, results for validity were less encouraging.  For 
the majority of the safety behaviours audited there was less than 75% agreement 
between the respondents’ answers to the TIPP-SS items and the corresponding 
assessments from the visual audit that took place the respondent’s home on the 
(Mason et al., 2007). 
Yorkston, Turner, Schluter and McClure (2005) compared survey responses about 
safety behaviours and practices to in-home observations in rural and remote areas of 
Queensland.  Results were consistent with those of Mason et al. (2007), with self-
report of safety behaviour at much higher rates than for observed safety.  Specifically, 
‘exposure to hazards’ (eg unguarded stairs) was found to have been inaccurately 
reported by 10 to 21% of respondents.  Similarly for ‘safety practices’ (eg. having 
emergency numbers easily available, having a locked cupboard for poison, and a 
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water valve) suffered from the same type of misreporting by 17% to 24% of 
respondents.   
3.3 CONCLUSIONS 
This review of existing information has shown that data relating to community 
knowledge, attitudes and behaviours towards injury prevention in Queensland is 
relatively patchy.  National data are available regarding incidence of injury of all 
types and of attitudes and behaviours relevant to prevention of road crash injuries, but 
these surveys contain relatively few respondents from Queensland and it is not clear 
whether the national results can be applied to Queensland.  Statewide information has 
been collected relating to behavioural risk factors and use of injury prevention 
measures related to poisons and tooth injury among children, but all age and all injury 
data is currently not available.  More detailed information is available on some of 
these issues where specific child injury prevention programs have been implemented. 
While there are difficulties in inferring actual behaviour from self-report methods of 
collection, this is not necessarily applicable to self report of attitudes and beliefs, 
which may reflect respondents’ views more accurately.  For this reason, and bearing 
in mind the potential usefulness as well as cost effectiveness of surveys which can be 
carried out by telephone, a CATI survey for this project was deemed an acceptable 
method of data collection.  The national surveys of all injury in New Zealand provide 
a useful model of undertaking wide-ranging surveys before the implementation of 
injury prevention measures and the CATI survey was based partly on the New 
Zealand surveys.   
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4. THE COMPUTER ASSISTED TELEPHONE INTERVIEW (CATI) 
 SURVEY  
This section begins by describing the survey that was used to gather information on 
Queenslanders’ attitudes to safety and injury prevention.  The survey was conducted 
by a commercial marketing and social research organisation using Computer Assisted 
Telephone Interviewing methods.  Results are organised according to the particular 
injury issues that were addressed.  Analysis of the effects of demographic factors 
(age, gender, location, educational attainment, income) was carried out on each of the 
core questions and reported where significant differences were found.  Where sample 
sizes were sufficient, effects of demographic factors were also examined for the 
responses to the age-based questions.  Again, these are only reported where 
significant effects were found.   
4.1 SAMPLING 
In all, a total of 1000 participants for the survey were sought.  The sample was 
stratified according to both residential location and age group.  Location had 
metropolitan, regional and rural categories, determined according to ARIA 
classification for each of the Queensland postcodes.  Those postcodes which were 
classified as crossing ARIA classifications were allocated into the more accessible 
classification (eg. highly accessible/accessible was classified highly accessible) on the 
basis that more accessible areas are more populated and therefore residents falling 
into our participant group are more likely to be from the greater populated area than 
from the less populated ones.  As ARIA has 5 classifications, and we were using only 
3 categories (because of the relatively small size of the survey), “Highly Accessible” 
postcodes were treated as equivalent to metropolitan, “Accessible” and “Moderately 
Accessible” postcodes were combined and treated as equivalent to regional location, 
and “Remote” and “Very Remote” postcodes were combined and treated as 
equivalent to rural locations.  A quota of 500 interviews was set for participants in 
metropolitan locations, 400 in regional locations and 100 in rural locations.   
On the advice of the research company undertaking the CATI, only ‘soft’ quotas were 
set on gender (50% male) and on the age groups: under 18 years old (parents acted as 
proxies); 18-24 years; 25-64 years; 65 years and older.  Thus around 250 participants 
were sought in each age group, though we anticipated that representation of each age 
group would not be even in each of the locations.   
It is acknowledged that many methods of calculating response rates exist with 
differing emphases on which figures are used for calculating the numerator and 
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denominator.  For this report, response rates to the survey have been calculated by 
summing the non-qualifying residents who were contacted with those who agreed to 
complete the survey (6,742) and using this as the numerator.  The denominator was 
calculated from the total of the non-qualifiers plus those who agreed to complete the 
survey plus those who refused to participate (10,460).  The participation rate was thus 
64.5% (6,742/10,460).  A flow chart of this calculation with the corresponding figures 
can be found in Appendix 3. 
4.2 DESIGN 
Prior to the design of the survey, critical injury issues affecting specific age groups 
were identified using the literature.  In addition to this, the selection of injury issues 
was informed by the themes derived from interviews held with key injury experts (n = 
10) in the early stages of the project.  Questions were developed using items from 
previous injury surveys (eg. the recent NZ benchmark survey on community attitudes 
and beliefs about injury by Fryer, et al., 2007; the Queensland Health Omnibus 
Survey, 2003) in conjunction with the findings on CATI based injury questions from 
the CATI Technical Advisory Group (Bradley & Harrison, 2004; 2006).  Where 
particular issues did not have any equivalents in previous injury surveys (eg. driving 
experiences of 16 and 17 year olds), items were purpose designed by the research 
team. 
In order to keep the length of the survey within a 10-15 minute time frame, the final 
form of the survey consisted of a set of 17 core questions to which all participants 
were asked to respond, followed by a series of age-based modules.  Each participant 
was asked the questions from one of these modules depending on the age group to 
which he/she belonged.  The exception to this was parents of children aged under 18 
years old who were asked questions in relation to their attitudes and beliefs on behalf 
of their children.  Initial screening questions asked for the ages (in years and months) 
for all children under 18 living with the parent 50% or the time or more, allowing the 
CATI software to present parents with each question module for which they had an 
eligible child living with them.  These modules focussed on issues relevant to four 
child age groups: 0-4 years; 5-9 years; 10-15 years; 16-17 years.  Age-based question 
modules varied in length from 9 to 19 questions.  The specific issues covered by each 
module are described in the relevant sections below and a complete copy of the 
survey is included in Appendix 4. 
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4.2.1 Core questions 
Content for the core questions consisted of whether the participant thought they or 
someone in their immediate family had been permanently affected by injury, attitudes 
towards the preventability of injury, the degree to which participants felt they could 
make a difference to their safety in the four injury areas of interest (in the home, on 
the roads, in or on the water, and at work), who they believed should supervise young 
children around domestic swimming pools and who is most likely to be deliberately 
injured by another person and where this is most likely to occur as well as who should 
be responsible for preventing such injuries.  Participants were also asked about safety 
behaviour through questions about whether smoke detectors were fitted in their 
homes, when these had last been checked, whether the hot water in the bathroom was 
hot enough to scald a young child and whether anyone in the home had been trained 
in first aid during the previous 3 years. 
4.3 CHARACTERISTICS OF THE SAMPLE 
Overall, 1030 participants responded to the survey.  Of these, 591 (57.4%) were 
female.  In terms of the participants in each age group, sampling was carried out so 
that roughly even proportions fell into the 18-24, 25-64 and 65+ age groups (24.2%, 
24.6%, 24.6% respectively) and 26.7% of the sample were parents who responded on 
behalf of 315 children under 18 years old.  The majority of the sample was married 
(57.5%) and about 40% indicated they were employed full time.  Household income 
varied from under $35,000 to over $120,000 per annum.  Demographic characteristics 
of the sample are summarised in Table 4.1.   
4.4 RESPONSES TO CORE QUESTIONS 
After the screening questions, the questionnaire began by asking “In your opinion, 
have you or anyone in your immediate family been injured in any way that has 
permanently altered your lifestyle, work or leisure activities?”  More than 1 in every 5 
participants (21.5%) indicated that this was true for them, suggesting that the long 
term effects of injury are widespread.   
This result was surprising and suggests that injury, or the effects of a previous injury, 
is likely to be an important aspect of a large number of Queenslanders’ daily lives.  
Possibly this would predispose people to receptiveness in relation to injury messages 
in the form of public education or more narrowly defined interventions.  Such 
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messages could incorporate the idea of “injury affects everyone” as a tag line. 
 
4.4.1 Attitudes towards the preventability of injury 
The next set of questions focussed on preventability of injury.  Participants were 
asked to use a ten-point scale (1 = “strongly disagree” to 10 = “strongly agree”) to 
rate the level of their agreement with statements about the preventability of injury in 
four situations of interest: in and around the home; on the roads; in or on the water; at 
work.  Overall, mean ratings of agreement were high for all four situations (see Table 
4.2).  More than 84% of participants agreed (gave a rating of 6 or more) that most 
accidents and injuries in or around the home are preventable, with nearly 60% rating 
their agreement as 8 or higher in response to this question.  Similarly, over 80% 
agreed that accidents and injury on the road were preventable, with 56% rating their 
agreement at 8 or higher.  For accidents and injuries at work, 83% agreed these were 
preventable with 58% rating their agreement at 8 or higher and 81% agreed with the 
preventability of accidents and injuries in or on the water (56% rated agreement 8 or 
higher).  While no differences were detected in levels of agreement according to age 
or residential location for the preventability of home or work related injury, rural 
residents gave lower ratings of agreement about preventability of road injury.  Young 
adults (18-24 years) gave significantly lower ratings of agreement that water accidents 
and injuries were preventable compared to parents and to 25-64 year olds (p < .05).   
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Table 4.1: Demographic characteristics of the sample 
Age group % 
18-24 24.2 
25-64 24.6 
65 and over 24.6 
Parents (proxies for children under 18 years) 26.7 
Marital status  
Single (never married) 25.6 
Married/living with partner 57.5 
Separated/divorced 8.1 
Widowed 8.6 
Other  0.2 
Employment status  
Full time home duties 8.6 
Employed full time 39.3 
Employed part time 14.1 
Employed casually 7.1 
Retired 25.8 
Unemployed 2.6 
Student-no other employment 1.6 
Disability/unable to work 0.6 
Household income   
Under $35,000 pa        24.8 
$35,000-64,999          19.1 
$65,000-89,999           14.9 
$90,000-120,000            12.3 
Over 120,000 13.7 
Income not stated             15.3 
Highest level of education  
Primary school only 7.5 
Completed year 10  24.3 
Completed year 12 22.9 
Technical/trades/certificate 20.2 
University degree 23.9 
Other 1.3 
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Table 4.2: Mean rating of agreement (standard deviations) with the statement “most accidents 
and injuries can be prevented in [location]” by age group 
Injury location 
Age group 
in the home on the roads in or on the 
water 
at work 
18-24 yrs 7.51 (1.80) 7.48 (1.07) 7.11 (2.06) 7.65 (1.88) 
25-64 yrs 7.72 (1.75) 7.45 (2.00) 7.75 (1.79) 7.75 (1.71) 
65 yrs and over 7.53 (1.62) 7.66 (1.99) 7.52 (1.80) 7.34 (1.68) 
When asked their level of agreement with the statement “that you personally can 
make a difference to your own safety [in and around the home; on the roads; in or on 
the water; at work],” mean ratings were even higher than for the previous question 
(see Table 4.3).  In addition, the proportions giving high ratings were also higher, with 
95% of participants agreeing in relation to their own safety in and around the home 
(85% giving ratings of agreement of 8 or above), 96% agreeing in relation to the roads 
(70% giving ratings of 8 or above), 86% agreeing in relation to in or on the water 
(71% giving ratings of 8 or above) and lastly, 84% agreeing in relation to their own 
safety at work (69% giving ratings of 8 or above).  A significant effect for age was 
found for the question of being able to make a difference to own safety in or around 
the home.  For this question, those aged 65 years or older gave lower ratings of 
agreement compared to the other age groups and parents of children under 18 years. 
 
Table 4.3: Mean rating of agreement (standard deviations) with the statement “you personally 
can make a difference to your own safety in [location]” by age group 
Injury location 
Age group 
in the home on the roads in or on the 
water 
at work 
18-24 yrs 8.69 (1.57) 8.10 (1.94) 7.93 (1.91) 8.12 (2.02) 
25-64 yrs 8.82 (1.29) 8.18 (1.76) 8.51 (1.53) 8.44 (1.68) 
65 yrs and over 8.42 (1.62) 7.78 (2.02) 8.08 (1.60) 7.81 (1.79) 
 
Overall, these results indicate that injury was perceived as preventable in the home, 
on the roads, in or on the water and at work, with generally high mean levels of 
agreement.  This did not vary according to residential location except in the case of 
road injury.  The lower levels of agreement from rural and regional residents 
(compared to metropolitan residents) that injury on the road is preventable is 
consistent with other CARRS-Q research in this area.  Work is already being 
conducted in regional and rural Queensland to address this.  Specifically, the Rural 
and Remote road safety research report-five year crash and area profile of North 
Queensland project began in 2004 (CARRS-Q) and has attempted to gain a more 
Injury Prevention in Queensland – Report to QIPC from CARRS-Q 2009  65
complete picture of motor vehicle injury in Northern Queensland via collection of in-
depth information from injured people about their crashes during the period of the 
study.  One product of the project and its findings has been the design of an 
intervention aimed at debunking regional and rural drivers’ beliefs about crash 
causation.  
As noted above, there were age differences in beliefs about injury preventability that 
may be relevant to practical considerations for future interventions.  Young people 
(18-24 years) were less inclined to agree that injuries associated with water 
environments were preventable, and this may partially explain their responses to the 
alcohol and risk taking questions later in the survey.  Young people may be more 
inclined to take risks by swimming after consuming alcohol partly because they are 
less inclined to appreciate the preventability of injury in this environment through 
such measures as modifying their own behaviour.  This is discussed in more detail 
below along with recommendations. 
Older people (65 years and over) were less inclined than mid-aged or young adults to 
believe that in-home injury is preventable.  However, it should be noted that although 
there was a significant effect for age on this question, mean ratings of agreement that 
in-home injury is preventable were high overall (see Table 4.2) and so this difference 
may not mean a great deal.  The section below reporting the results from the older 
aged sample discusses this issue and provides some recommendations.   
4.4.2 Beliefs about deliberate injury 
Participants were asked “in your opinion which age group of people is most often 
injured by another person deliberately”.  In addition, questions asked about the 
locations where such injuries would most often occur and participants’ perceptions of 
who should be responsible for preventing them (first, second and third mentioned 
responses were recorded).  The majority of participants (59%) believed young adults 
aged 18-24 years were the age group most likely to suffer deliberate injury, with a 
further 19% identifying adolescents aged 10-17 years as the most vulnerable to 
deliberate injury.  Of those who nominated young adults as the group most often 
injured deliberately, 89% identified drinking or socialising in alcohol environments as 
the situation where such injury would most often occur.  For those identifying 
adolescents, 41% thought these injuries would most likely occur at school, but 23% 
thought that drinking or socialising in alcohol environments would be the most likely 
situation.   
Children aged 5-9 years were the third most commonly identified (8%) as likely to be 
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injured deliberately.  For those identifying this group, school (43%) and home (32%) 
followed by public playgrounds or shopping areas (11%) were seen as the most likely 
situations or locations. 
Opinions about where the responsibility for prevention of deliberate injury lies were 
distributed across a number of different categories.  Fifteen percent of participants 
gave proprietors of licensed premises as the first mentioned organisation, group or 
people who should be responsible for preventing deliberate injury, while 16% 
believed the aggressor should be responsible, 11% believed parents or families of the 
aggressor should be responsible and 11% thought it should be the victim’s parents or 
family who should prevent this type of injury.  A further 11% and 7% gave 
proprietors of licensed premises as the second and third mentioned group 
(respectively) who should be responsible for preventing deliberate injury, while police 
(10% second mention) and parents or families of the aggressor (10% second mention) 
were the next most commonly mentioned.  
Overall, a large proportion of these participants correctly identified young people 
aged 18-24 as the age group most at risk of injury from interpersonal violence.  
Consistent with this, the majority of those identifying 18-24 year olds also indicated 
that alcohol environments were the most likely situation for these injuries to occur.  
This suggests that there is a generally high level of awareness in the community about 
interpersonal violence between people who don’t know each other.  There also 
appears to be recognition that alcohol is often involved.  The fact that proprietors of 
licensed premises featured so strongly in the identification of who should be 
responsible for preventing this sort of injury suggests that there may be good 
community support for measures to improve responsible service of alcohol and other 
interventions such as limiting the exit from/access to late night alcohol venues (eg 





4.4.3 Responsibility for young children around domestic swimming pools 
To gauge community opinions in relation to children’s water safety, participants were 
asked the following question: “In your opinion, if children under 5 years of age and 
their carers were visiting a home with a pool, whose responsibility is it to watch the 
Recommendation 4.1  
QIPC lobby/advocate/support adoption of lock out practices in high alcohol areas 
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children when they are in or near the swimming pool?”  Almost two thirds of 
participants (64%) identified the parent or carer of the child as responsible for the 
child’s supervision in or near a pool, while a further 31% thought all adults present 
should be responsible.  Only 5% thought the pool or home owner was responsible. 
These results suggest a prevailing view that parents or carers have the responsibility 
for supervising young children around swimming pools.  While this might represent 
effective protection in many instances, the fact of pool drownings suggests there are 
still gaps in parental uptake of appropriate supervision.  Current pool fencing 
legislation in Queensland requires all pools to be fenced (Department of Infrastructure 
and Planning, 2009).  However, different regulations apply to pools built in different 
years and compliance with current requirements is only required when a property with 
a pool is sold or when substantial repairs to the fencing are carried out.  The 
government is reviewing the legislation and one measure that is being considered is 
that of annual inspections of existing pool fencing.  This may be an appropriate 
method of capturing those pool fences that are currently non-compliant, though it 
relies heavily on accurate knowledge of where pools are located and does not address 
















QIPC support the current review of legislation on pool fencing and in particular  
1.the establishment of a register of pool location/ownership and  
2. establishment of a better system of ensuring that pool owners maintain 
compliance with pool fence standard 
Recommendation 4.3 
QIPC use results from the research/projects commissioned on toddler drowning as 
well as information on previous drowning deaths (Coroners’ reports, QISU data) to 
compile a list of supervision behaviours that may then be addressed with public 
education (eg. children under 14 years should not be left to supervise younger 
children in pools or in proximity to pools; parents should be encouraged to regard 
themselves as responsible for supervision even when at someone else’s home; 
children should be supervised to quite an advanced age eg. 10 years as impulsive 
behaviour is still very common and cognitive as well as perceptual development is 
still occurring up to this age). 
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4.4.4 Safety devices 
Three questions addressed the availability of safety related devices in people’s homes.  
The first of these asked about smoke detectors.  Almost all participants (97%) said 
that there were smoke detectors fitted in their homes and rural residents were 
significantly less likely than regional or metropolitan residents to have smoke 
detectors fitted [χ2  (4, N=1030) = 11.65, p = .001].  However, when asked when these 
had last been checked, 72% claimed that this had occurred in the previous 6 months. 
Smoke alarms have been required in all Queensland homes since July 1997 
(Queensland Fire and Rescue Service, 2009).  While there appeared to be high levels 
of awareness among the participants of the need for smoke detectors to be fitted, the 
levels of reported maintenance or checking of the functioning of detectors were lower, 
suggesting that this may be a point at which intervention may be appropriate.  In other 
states, reminders to check smoke detectors are coupled with those for the resetting of 
clocks at commencement of daylight saving, thus providing a cost effective safety 
intervention.  Queensland could consider investigating what similar community-
relevant events might provide a suitable ‘piggyback’ for this type of intervention.  In 
addition, other avenues such as home and contents insurance renewals could be 
examined as a method of reminding people to ensure alarms are fitted and encourage 








The second question addressed hot water temperatures.  In order to avoid confusion 
about water temperatures in various parts of the home (which might be on different 
heating systems) the questions was worded as follows: “At its current setting, when 
the hot water in your bathroom is at its hottest, could it scald or burn a young child?”  
The majority of participants (60%) answered yes to this question, suggesting a high 
level of scalding or burns risk to young children. 
Recommendation 4.4  
QIPC investigate the feasibility of a state wide public education reminder system for 
smoke alarm checking eg. through community media messages (radio, regional 
television etc.) or via insurance policy renewals.  If feasible, insurance companies 
could be encouraged to require a statement about the presence and working order of 
smoke alarms at renewal or initiation of buildings insurance. 
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Results for this question were of some concern and suggest that the message that ‘hot 
water burns like fire’ has not really translated into action for most Queenslanders.  
Though many of the people responding to our survey may not have young children or 
older people living in the household, many probably do, or would have visitors in 
these more vulnerable groups.  There appears to be some scope to address this risk in 
a way that promotes particular behaviours (such as regulating or adjusting the hot 
water temperature) for householders.  Though changes in legislation to regulate hot 
water temperatures in new homes may be having some impact, anecdotal evidence 
suggests that there is resistance to this measure, with attempts to avoid compliance.  
For this reason it may be important to investigate further what the barriers and 






Lastly, participants were asked “has anyone in the household had first aid training in 
the past 3 years?”  Over half of participants (53%) responded yes to this question, and 
younger participants (75%) were significantly more likely to do so χ2 (3, N = 1018) =  
0.017, p < .001 than 25-64 year olds (54%) or parents (63%), with people aged 65 
years or older the least likely (19%).  
The high levels of first aid training for young people (75%) and parents (63%) were 
very encouraging and may be a good basis on which to build injury prevention.  One 
way of doing so is by supporting and extending existing school and community-based 






Recommendation 4.5  
QIPC consider supporting research to investigate the perceived barriers to 
temperature regulators in domestic situations.  Target groups for this should be 
electricians/plumbers and residents. 
Recommendation 4.6  
QIPC consider supporting and extending existing first aid training programs that 
target younger and mid-age adults. 
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4.5 AGE-GROUP BASED MODULES 
4.5.1 Children aged 0-4 years 
Questions for parents of children 0-4 years of age focused on the injury areas known 
to present the greatest risk of death or injury to this group.  Thus there were questions 
related to road injury (car passenger, pedestrian), and poisoning, with water safety and 
burns/scalds having been addressed in the core questions.  Parents were asked about 
the type of car restraint used and the frequency with which the child used it when 
travelling.  The structure of the survey question loops allowed each question to be 
asked for up to 4 children under 5 years of age.   
Road injury 
In all, 145 parents supplied information on 157 children aged 0-4 years.  Of these, 135 
(86%) were “always” restrained in the same type of restraint.  The majority (66%) of 
these children used a forward facing child seat with a 6 point internal harness.  A 
further 14% used rear facing infant seats and 20% used a booster seat.  Only 3 
children in this age group were using adult belts alone, and only 1 child was reported 
as always travelling unrestrained.  Thus almost all children (97%) in this group used a 
dedicated child restraint.   
Around 11% of the children in this age group had ever travelled in the front seat of 
the car, but only 2 children were reported as usually travelling in the front seat.  From 
these results it would appear that the majority of children under 5 years are restrained 
in an appropriate child restraint in the rear seat and are using the restraint for every 
trip in every vehicle.   
Parents were also asked how often they held their 0-4 year olds’ hands when crossing 
the road (“always”; “most of the time”, “sometimes”, “rarely”, “never”).  The 
majority of parents (81%) indicated that they “always” held their child’s hand, and a 
further 4% indicated that they held the child’s hand “most of the time”.  However, 
there were 21 children (14%) for whom the parent indicated they “never” held the 
child’s hand.  While initially this result appears to indicate a relatively high level of 
unsupervised children, the response options for the question did not leave room for 
open-ended responses.  As 17 of the children were aged under 2 years, it is probable 
that the parents usually carry the child or use a stroller or pram rather than walking 
beside him/her when crossing the road.  However, the response options did not allow 
for the capture of this information, an obvious oversight.   
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Poisoning 
Two questions to gauge young children’s exposure to toxic substances were included 
for parents of children in this age group.  The first of these asked whether any of the 
parent’s 0-4 year old children visited another house on a regular basis without the 
parent’s supervision.  The second question was posed only to those parents with 
children who did visit other houses regularly and this question asked “at these houses, 
are all of the medicines, poisons and household cleaners (such as dishwasher powder) 
kept locked up?”  The interviewer then read out 4 response options and parents 
selected one.  Almost 38% of the parents of children in this age group said their 
child(ren) regularly visited other houses without the parent’s supervision.  Of these, 
58% reported that all medicines, poisons and household cleaners were locked up at all 
of the houses the child visited, while 17% indicated that they were not.  A further 20% 
selected one of the three responses that described partial security for toxic substances 
(eg, all locked up at some of the houses; sometimes locked up at all of the houses; 
sometimes locked up at some of the houses) and 5% didn’t know.  A conservative 
interpretation of these responses suggests that around 16% of these children may be at 
risk of coming into contact with toxic substances on a regular basis.  In actuality the 
proportion at risk may be considerably higher. 
QISU report number 101 identifies medicinal poisoning from commonly used 
substances (eg paracetamol, essential oil) as a common aetiology for children’s 
presentation to emergency departments.  In combination with the responses above, 
this suggests that interventions to reduce the risk of poisoning to children should 










Recommendation 4.7  
QIPC extend interventions aimed at parents’ poisons/toxic substance storage 
practices (eg Mission Possible).  Specifically, advice to parents of children under 5 
years should identify the need to store common medicines that might normally be 
perceived as harmless (eg paracetamol, aspirin, codeine) as securely as those which 
are not.  In addition, interventions should highlight the risk to children of other 
homes/houses that the child visits. 
Recommendation 4.8  
QIPC support lobbying efforts to have the standards for closures on toxic substances 
reviewed. 
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4.5.2 Children aged 5-9 years 
Outdoor play equipment  
This module began with questions related to children’s safety on outdoor play 
equipment.  There were 110 parents of children aged 5-9 years in the sample who 
responded to questions on behalf of 148 children.  A large proportion of parents 
(78%) reported that they owned outdoor play equipment such as swings, slides and 
trampolines.  When asked how often this equipment should be checked for safety, 
parents most commonly said 2-3 times per year (30%), though 14% said 4-6 times per 
year and 26% said more than 6 times per year.  Some parents believed equipment 
should be checked every time it is used (11%), though some thought once per year or 
less was often enough (19%). 
All parents with children in this age group were presented with a series of statements 
(with presentation order randomised) about children’s play on outdoor equipment.  
Parents were asked to rate their level of agreement or disagreement with each 
statement on a 10 point scale (1 = strongly disagree to 10 = strongly agree).   
In response to the statement “outdoor equipment is only interesting to children if it is 
challenging to them” most parents (80%) gave ratings of 5 or above, with proportions 
fairly evenly spread within the range 5-10.  Similarly, 78% of parents agreed that 
“sometimes children fall and there is nothing that can be done about it” and again 
proportions across the upper range were evenly spread.   
There was more disagreement when it came to the statement “children need to 
experience injuries to learn about the world”.  For this, 16% of parents indicated they 
strongly disagreed (rating of 1) and a further 23% disagreed, though less strongly, 
making the total level of disagreement 39%.  Only 13% of parents responded with 
“strongly agree” (rating of 10) and the remaining parents rated their agreement at 
between 5 and 9, with roughly even percentages at each rating point.   
Finally, parents tended to disagree with the statement “children know how to play 
safely on outdoor equipment”, with 38% rating their agreement as 4 or less.  
However, 30% of parents rated their agreement as 5, suggesting that a large 
proportion were undecided about this issue.   
When asked their opinions of the age at which a child can play on outdoor equipment 
at home without adult supervision, responses varied from 2 years old to 16 years.  
Most commonly, parents nominated 5 years (10%), 6 (13%), 7 (15.5%) 8 (13%) or 10 
years (12%) for this question.   
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Developmentally this age band (5-9 years) tends to be the one at which children use 
outdoor play equipment more extensively than when younger.  It also corresponds to 
the age at which children are most likely to present with playground falls and other 
injuries, as noted in Section 2.4 reporting the QISU data.  Many of these injuries 
occur at home.  The responses above suggest that parents perceive a need for outdoor 
play equipment to present a challenge to children.  However, the broad age range at 
which parents think children are able to manage those challenges without adult 
supervision coupled with perceptions that falls are inevitable is of concern and may 









A similar set of questions to those about car restraints for younger children was asked 
for children in the 5-9 years age group, modified to suit the restraint types available 
for this age group.  Parents were also asked about pedestrian and cyclist safety beliefs, 
described in more detail below. 
For children in this age group (n = 148), 139 (94%) were reported as “always” using 
the same type of restraint.  The patterns of reported restraint type reveal that 88 (63%) 
of the 5-9 year olds are always restrained in adult belts alone rather than a dedicated 
child restraint even though most of them would still be too short to wear the adult belt 
properly.  Parents reported that 38 children (28%) used booster seats and a further 8% 
used a harness belt (without a booster).  Two children “always” travelled unrestrained.   
Front seating was more common in this age group than for the younger children, with 
67 (46%) reported as ever having travelled in the front seat and 8% usually travelling 
in this position.   
As can be seen in Table 4.4, overall, around one third of the children aged 0-9 years 
who were reported as always using a single type of restraint were restrained in 
Recommendation 4.9  
QIPC commission research that builds on and extends existing research into parents’ 
perceptions of a) children’s level of development in the 5-9 year age range b) 
children’s risk perceptions and behaviours c) what constitutes adequate supervision 
of children’s outdoor play.  In addition research on how best to intervene to 
influence parents to provide appropriate levels of supervision is also needed. 
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forward facing child seats and a similar proportion in adult seat belts.  Use of booster 
seats was common among 4-6 year olds but dropped off sharply by age 7 years in 
favour of adult belts.   
 
Table 4.4: Children aged 0-9 restrained using each type of restraint as a proportion of children in 
the year group (n, %) 



























5 (33) 20 (80) 27 (71) 19 (66) 17 (55)      
Booster  1 (4) 3 (8) 7 (24) 9 (29) 18 (49) 15 (43) 4 (17) 1 (5)  
Harness 
alone   2 (5) 3 (10) 2 (7) 10 (27) 1 (3) 2 (8) 2 (9) 2 (7) 
Adult seat 
belt alone 1 (7)    2 (6) 9 (25) 19 (54) 18 (75) 18 (81) 24 (89)
























Parental behaviour in relation to the restraint of children in cars was encouraging and 
in keeping with research from other states as well as local Queensland data obtained 
using other methods.  Most children were reportedly restrained, and most used the 
same type of restraint on every occasion.  Consistent with findings from NSW 
(Bilston, Finch, Hatfield & Brown, 2008), South Australia (Edwards, Anderson & 
Hutchinson, 2006) and observational studies in Queensland (Lennon, 2005), the 
majority of children under 5 years are using dedicated child restraints and high 
proportions are using the right sized restraint.   
Older children are less well protected.  While booster seat use is common among the 5 
and 6 year olds it apparently falls off by the 7th year, which is also consistent with 
studies from other states (see also Charlton, Koppel, Fitzharris, Congui & Fildes, 
2006).  Ideally children should continue to use boosters until they reach a height of at 
least 1.45m tall (American Academy of Pediatrics, 2008), which corresponds to the 
9th year or older for most children (Centres for Disease Control, 2000).   
The legislation in relation to the restraint of children has been reviewed recently and 
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the National Transport Ministers have agreed to a number of recommendations for 
state legislation changes.  Among these is the recommendation that appropriate child 
specific restraints be required for all child passengers aged 7 years and under.  
However, the recommendations still do not provide for children in the ‘gap’ between 
when the requirement for the child to use a booster ceases (effectively age 7) and 
when the adult belt is likely to actually fit the child (closer to age 9 or 10 years).  
Queensland should consider how best to support parents both in complying with 
whatever the new legislation requires and also in addressing this gap for children 7-10 
years old.   
The proposed legislation is likely to require rear seating only for children aged 7 years 
and under.  Crash statistics analyses have shown that rear seat passengers have a 
reduced risk of death and injury when compared to front seat passengers (Braver, 
Whitfield & Ferguson, 1998; Durban, Chen, Smith, Elliott & Winston, 2005; 
NHTSA, 2005).  However, the vehicle testing requirements for front seat restraints is 
more rigorous than that for rear seats.  Over recent years this has resulted in 
improvements such as the introduction of belt height adjustment, pretensioners and 
load limiters to front seat restraints but not to rear ones.  Australian road safety 
experts suggest that the benefits to children (and other rear seat passengers) could be 
improved by requiring the same standards of testing for rear restraints as for front seat 
restraints.  Modifying the standards of testing required would allow these 
improvements to be extended to rear seat passengers and might be one way of 
addressing the restraint-size gap referred to earlier (adjustable belts are more likely to 











Recommendation 4.10  
That QIPC urge early implementation of the new legislation in restraint of children 
and support education initiatives prior to the legislation coming into force. 
Recommendation 4.11  
That the QIPC lobby/advocate for changes to the testing requirements for rear seat 
belts. 
Recommendation 4.12  
That QIPC urge the Queensland government to consider enacting legislation that 
provides more protection than the current recommends (eg. by specifying that 
children under 1.45cm tall be required to sit in the rear seat). 
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As with younger children, parents were asked how often they held their 5-9 year old 
child’s hand while crossing the road.  Fifty-eight percent reported that they “always” 
did this, while a further 20% said they held the child’s hand “most of the time”.  
Consistent with this, when parents were asked to nominate an age at which children 
should be allowed to cross the road alone, 62% gave ages 10 years or older.  
However, a quarter of these parents (25%) nominated ages between 6 and 8 years old 
and 4% didn’t know.  Opinions about the age at which children can cycle to school 
independently favoured older ages, with 75% of parents nominating ages of 10 years 
or older and 17% of the parents nominating ages between 6 and 9 years old, and 6% 







4.5.3 Children aged 10-15 years  
There were 156 children aged 10-15 years in this sample, with 11% of these 10 years 
old, 11 years old (17%), 12 years old (17%), 13 years old (15%), 14 years old (19%) 
and 15 years old (21%).  Questions for this age range focused on sports and physical 
activity and sought parents’ opinions about the causes of sports-related injury for 
children in this age range.    
Ninety-five children (64%) were reported to play organised sports outside school 
hours.  The most popular sports were football (any code), large ball sports 
(netball/volleyball/basketball), soccer and racquet sports (tennis, squash etc) as shown 
in Table 4.5 below.  Most of the children who played organised sport, played only one 
(35%) or two (35%) different sports, though 29 children (30%) played three or more.  
Of those who played organised sport, 70% (61/95) also engaged in other physical 
activities.  There was a reasonable variety of activities that parents reported these 
children engaging in (multiple responses were permitted) including cycling (10 
children), swimming (6 children) and walking or hiking (5 children).  Other activities 
nominated by fewer parents included running, BMX biking, motocross or trail bike 
riding, non-organised ball games, skateboarding or rollerblading, surfing or other 
Recommendation 4.13  
QIPC support interventions to address parents’ perceptions in relation to when 
children are developmentally old enough to cross the road or to cycle to school 
without an adult’s close supervision (10 years).   
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water sports, fishing and dancing.  
Parents who had indicated that none of their children in this age range played 
organised sports were asked about other physical activities their children engaged in.  
There were responses for 42 children to this question, 33 of whom (79%) were 
reported as engaging in other activities while 9 (21%) did not.  As with the children 
who played organised sports, there was a wide variety of activities parents said these 
children engaged in, with only cycling (5 children) more popular than other activities.   
 
Table 4.5: Types of organised sports played by children aged 10-15 years (parents report) 
Type of sport Number of children 
engaging in the sport 
% of nominations (up to 
5 responses recorded) 
None 35  
   
Football (any code) 29 24.0 
Netball/basketball/volleyball 21 17.4 
Soccer  17 14.0 
Racquet sports (tennis/badminton/squash) 13 10.7 
Swimming/water polo 10 8.3 
Athletics 8 6.6 
Hard ball sports (cricket/baseball) 7 5.8 
Martial arts 7 5.8 
Gymnastics/trampolining 4 3.3 
Other (eg. Rollerblading, BMX biking, 
surfing etc) 
5 4.1 
 156  
 
All parents were asked their opinions about the main causes of sporting injuries for 
children in the 10-15 years age range.  Several main reasons were cited.  The 
overconfidence or bravado of the child him or herself was the reason cited by the 
largest proportion of parents both as a first mentioned cause (17%) and overall (18% 
of all mentions).  Falls, slips or bad landings was the second most often cited first 
mention (13%) followed by contact with other players (12%), though these were 
slightly less important overall (9% each).  Parents thought lack of knowledge or 
experience was an important factor and this factor was the second most frequently 
cited factor overall (13%).  Overall, nearly 10% of parents thought that lack of fitness 
or warm up was a factor.  However, very few parents cited rule breaking by the player 
(3%) or by others (4%) as a cause and nor were lack of protective gear (3%) or the 
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equipment (<1%) seen as a factors.  Around 8% of parents responded that they didn’t 
know what factors caused injuries or cited “accident” as a cause.   
Three main groups were identified by parents as those who should mainly be 
responsible for the safety of 10-15 year olds in playing organised sports.  These were 
sporting organisations (32%), coaches and trainers (28%) and parents themselves 
(28%).  Consistent with this, when asked “in your opinion, who has done the most to 
improve the safety of children aged 10-15 years in organised sports in the past 5 
years?”, the same three groups were nominated (27%, 15%, 15% respectively) though 
at somewhat lower proportions as there was a large group of parents who responded 
“don’t know” to this question (30%).   
When asked about the changes in children’s sport to reduce the risk of injury, 15% of 
parents said they knew protective gear had become compulsory in some sports or 
knew that coaches required some training or certification (13%).  Some were aware of 
the introduction of modified rules in some sports (10%) or of rules related to the 
playing surfaces permitted (8%).  However, a few parents thought nothing had 
changed (6%) and a large proportion was not aware of any changes (34%).  Not 
surprisingly, parents of children who were involved in organised sports were 
significantly more likely to be aware of changes to reduce the risk of injury [χ2 (4, N = 
107) =  10.039, p < .05], particularly those associated with modifications of the rules 
or conditions of play (70% vs 30%) and the requirement for training for coaches (93% 
vs 7%). 
Parents of children who played organised sports were asked whether they had taken 
any action themselves in the previous 12 months to reduce the chances of their 
children being injured while playing sport.  Sixty-seven parents responded to this 
question, with the majority saying they had done something (66%), most frequently 
ensuring that the child wore adequate protective gear (55%).  A few had worked to 
improve the child’s fitness (10%), or taken the child to complementary therapies 
(physiotherapy etc) (8%).  Only one parent reported changing the sport the child 
played.   
Almost two thirds of children aged 10-15 years were reported to play organised sports 
outside school hours suggesting that children are still active in this age group.  Among 
those who did not play an organised sport, other activities were reported for most 
(79%).  Overall this means that around 7% of children in this age group were not 
active at all according to their parents.  This is an encouraging level of activity in 
young people and suggests that efforts to get children involved are effective at least 
up to the age of 15 years. 
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Parents’ perceptions of the causes of children’s sporting injuries included both 
individual characteristics, such as overconfidence of the child or lack of knowledge in 
relation to the sport itself, as well as what might be described as bad luck or 
accidental causes (falls, slips and bad landings).  Interventions that target these causes 
are unlikely to be effective as overconfidence in this age group is likely to be 
developmental.  Similarly, lack of knowledge would seemingly only improve through 
the child gaining more experience in the sport.   
Surprisingly, parents did not report having changed a child’s sport in order to reduce 
the possibility of injury.  However, as highlighted by Boufous, Finch and Bauman, 
2004, parents may actively discourage or prevent children from taking up sports that 
they perceive as too risky, thus obviating the need to change the sport later.   
Parents nominated themselves as well as sporting organisations and coaches as 
responsible for reducing sports injury risk.  Consistent with this many said they had 
acted to reduce the risk.  In the main, this involved obtaining protective devices for 
their children and ensuring that the child wore these.  This is sound practice for 
parents and intervention could acknowledge this in a way that might encourage 








4.5.4 Children aged 16-17 years 
For this age group, motorised travel represents a major source of injury and death risk.  
The minimum age for obtaining a car learner permit is 16 years and the minimum age 
for the first stage of provisional driver’s licence is 17 years in Queensland.  Questions 
in this section were intended to access parents’ views about the safety of their 16-17 
year olds in the driving environment.  There were 65 parents who responded to 
questions in relation to 67 children aged 16-17 years, 33 of whom were boys.  Thirty-
one of the children (46%) were reported as holding a current learner’s permit, 18 
Recommendation 4.14  
QIPC liaise with sporting bodies for junior players and emphasise the results of 
Australian research showing relative safety of junior forms of popular sports while 
also encouraging them to increase the proportions of parents who insist children 
wear their protective equipment (eg encourage clubs that currently don’t require use 
of protective gear to consider doing so). 
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(27%) held a current provisional licence, 17 (26%) did not yet have a learner’s permit 
and one teenager had been suspended on a provisional licence.  Not having obtained a 
learner permit was more common among 16 year olds (35%). 
Parents of children with provisional licences (n = 18) were asked about their 
perception of the risk of their child being injured in a crash (“at less risk”, “at the 
same risk”, “at more risk”) when the young person rather than an adult was driving.  
Most parents (14/19, 74%) rated the child’s risk as greater when he or she was driving 
than when an adult drove, while 4 parents (21%) thought the risk was the same and 1 
parent thought it was less.   
All parents were asked to rate the relative risk (“at less risk”, “at the same risk”, “at 
more risk”) when the child was a passenger with a same aged driver compared to 
being a passenger with an adult driver.  For this question, 59 parents rated the risk of 
injury as a passenger of a same ages driver as greater (88%) than for an adult driver, 
and the remaining parents rated the risk as the same for each situation.   
In response to the question “in your opinion, what are the main factors that contribute 
to drivers of your child’s age being hospitalised from car crashes?” parents most 
commonly cited inexperience (23%) followed by bravado/feelings of invincibility 
(20%), illegal behaviour by the young driver (19%) or by another driver (17%) and 
risk taking or dangerous driving by the young person (9%) (parents could give up to 3 
factors).  Other factors were cited but to a lesser extent, with only 3% of these parents 
citing carrying same aged passengers and 4% citing poor driving by the young driver 
as factors. 
Parents nominated that parents should be mainly responsible for improving the safety 
of new drivers (49%), and 79% said they had actually done something in the past 12 
months to try to reduce the chances of their child having an injury crash.  The most 
frequent action parents said they had taken was to teach the child to drive themselves 
(29%).  Some parents (7%) had sent the young driver to driver education and 6% had 
sent them to driving lessons.  Only a few had undertaken rule type behaviours such as 
not letting the young person carry same aged passengers (3%) or drive at night (2%).   
Government agencies such as Queensland Transport, Main Roads and the police were 
also seen as responsible for improving young driver safety by 27% of these parents.  
Such agencies were also the ones most cited in response to the question “in your 
opinion, who has done the most to improve the safety of new drivers in the past 5 
years?” with 51% of parents giving this unprompted response.  Parents and driving 
school instructors or trainers were equally cited (10%) as having done the most, while 
22% of parents responded either “don’t know” or “no-one” to this question, 
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suggesting that they are either unaware of recent initiatives to improve novice driver 
safety or do not regard this as effective/relevant. 
Parents gave a wide variety of responses when asked what the effect of recent changes 
in the process for obtaining a drivers licence had had on their child:  15% said no 
effect, 10% said they had made them safer or more responsible drivers. 9% said they 
gave their child more practice and 7% said that their child had extra training or 
lessons. 
Parents of 16-17 year olds seemed well aware of the extra risk involved in their teens 
travelling as passengers of other inexperienced drivers.  Parents of provisional licence 
holders also seemed aware of the greater crash risk to the young person when driving 
him or herself.  Inexperience and bravado were correctly identified by around one 
fifth of parents as major factors in crashes for young drivers and a large proportion of 
parents (51%) appeared to be aware of measures to improve the safety of young 
drivers.  However, there appears to be greater scope to help parents and young drivers 
themselves make the connection between those factors that place young drivers at 









4.5.5 Young Adults aged 18-24 years 
Consistent with the overall survey stratification, there were 249 young adults who 
responded to the survey, with half of these resident in metropolitan areas (n = 125, 
50%), with 99 from regional areas (40%) and 25 from rural areas (10%).  Questions 
directed at this age group were concerned with beliefs about work-related injury, the 
impact of new graduated licensing requirements, beliefs about road crashes and risk 
taking in relation to alcohol. 
Recommendation 4.15  
QIPC support education of parents about the risks associated with carriage of 
passengers by young drivers 
Recommendation 4.16  
QIPC support public education campaigns that promote graduated licensing 
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Work-related injury   
Initially, young adults were asked their opinions about which age groups and in which 
locations the most serious work-related injuries occur.  The most commonly identified 
age group was that of 25-64 year olds (33%) followed closely by 18-24 year olds who 
were identified by 29% of this sample.  Adolescents were identified by 18% and older 
people (65 years or older) attracted 14% of the responses.  Young adults believed that 
the most serious work-related injuries occur in building, construction or mining 
environments (35%), where heavy machinery is used (16%) or where heavy lifting is 
involved (10%).  However, for this question, 9% of the participants responded “don’t 
know” and 8% thought serious work-related injury was likely everywhere.  Only one 
person thought that work-related injury was most likely to occur while driving or on 
the road even though this is the situation in which crash data shows most injuries 
occur. 
In response to the statement “injuries happen in the workplace and there is nothing 
that can be done”, 32% of these young adults indicated that they strongly disagreed 
(rating of 1 on 10 point scale where 1= strongly disagree and 10 = strongly agree).  A 
further 30% disagreed (ratings of 2 or 3) and 23% appeared to be neutral or to 
disagree only mildly (ratings of 4 and 5).  Only 2% “strongly agreed” with this 
statement and 11% agreed less intensely.  Chi-square tests for differences on the basis 
of education or location revealed no significant differences.   
Road injury   
Young adults were asked to tell us what stage of the driver licensing process they had 
reached and the effects on them (if any) of the recent changes to the process for 
getting a driver’s licence before being asked their opinions about the main factors 
contributing to injury crashes for drivers of their own age and who should mainly be 
responsible for improving the safety of car drivers.  They were also asked about the 
activities (if any) that they had undertaken to reduce their own chances of being 
involved in an injury crash.   
Almost all the young adults reported having either a Provisional licence (37%) or an 
open licence (46%).  Ten percent had a learner’s permit, while 6% did not have any 
type of licence or learner’s permit.  Primarily, participants were licensed to drive cars 
(92%), though a few held truck (3%) or motorcycle licences (4%).  Of the 133 
Provisional licence or Learner’s permit holders, 64% said that they had not 
experienced any effect from the implementation of graduated licensing in 
Queensland.  However, 50 young adults reported having been affected, and 14 (28%) 
of these had delayed getting their L or P plates as a result.  Other effects included 
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giving the young person more driving practice (18%), extra cost (16%), and “made 
me safer/more responsible/more aware” (16%).   
Young adult participants were asked to identify main contributors to injury crashes in 
drivers of their own age and could nominate up to three factors (unprompted), which 
were recorded in order.  Illegal behaviour (eg speeding, drink driving etc) by self or 
by other road users were the two mostly commonly named factors for both first (26% 
and 27% respectively) and second mentions (18% and 19% respectively).  For first 
mentions, another 13% identified some form of bravado/too much testosterone/belief 
that it won’t happen to me while 11% identified inexperience.  Risk-taking or 
dangerous driving (eg following too closely, fatigued driving etc) either by self (6%) 
or others (8%) was also given amongst first mentions.  Individual drivers themselves 
were seen as those mainly responsible for improving the safety of drivers, with 52% 
of this group giving this response.  The next most common response, cited by 29% of 
young adults, was government in the form of Queensland Transport, Main Roads 
Queensland, the police, or similar organisations.  A small proportion identified other 
groups such as driving school instructors (6%), parents (3%) or “everyone” (3%). 
Most of these young people responded to the question “have you personally done 
anything in the previous 12 months to reduce your chances of being injured in a car 
crash?” by saying they hadn’t done anything (66%).  However of those who 
responded yes, the actions taken varied greatly, with driver education/training being 
specified by the largest number (14/83, 17%) followed by claims of not speeding 
(8%), not drink driving (6%), taking general extra care (12%) or buying a safer 
vehicle (11%).   
It is difficult to compare the results for the 16-17 year old drivers with those of the 18-
24 year olds (below), partly because it is parents answering on behalf of the 16-17 
year olds and not the young person him/herself as with the 18-24 year olds.  In 
addition, the majority of the 18-24 year olds claimed to be unaffected by the licensing 
changes (64% said they had not experienced any effect as a result of graduated 
licencing).  However, it is somewhat striking that the 18-24 year olds cited illegal 
behaviours by self or others as the main factors in crashes for drivers of their age, 
suggesting that they are naïve to their own inexperience or its role in crashes for 
drivers of their age.  Addressing this lack of insight may be a place to start for drivers 
affected by the new licensing system as well as for those who are still at risk but who 
are not captured by the legislation. 
 
 







Alcohol and risk taking  
The final questions in this section asked young people whether they consumed 
alcohol, and for those who did, asked about whether they had engaged in a series of 
behaviours after having two or more alcoholic drinks in the previous hour.  Results 
for this question are presented in Table 4.6 below.   
Over 80% (202) of these young people reported that they consumed alcohol.  As can 
be seen in Table 4.6, risky behaviours were common after consuming alcohol, with 
walking, swimming and being a passenger with a potentially intoxicated driver 
reported by large proportions of young adults.  Less common, but potentially of 
greater risk were driving and operating machinery or a boat.  Almost one in ten 
participants reported that they had physically fought with another person after 
drinking.   
Only 18% of the young people did not admit to any of the risky behaviours we 
presented them with (see Table 4.7).  Moreover, over 50% reported engaging in two 
or more behaviours, most typically a combination of walking for transport plus 
swimming (25%), being a passenger with a potentially impaired driver (18%) or 
verbally abusing someone (23%).  Almost one in five (18%) admitted to engaging in 
4 or more behaviours and 5% admitted to six or more suggesting a strong risk taking 
propensity for this small group (10/201).   
Recommendation 4.17  
QIPC support interventions that highlight the role of inexperience and deliberate 
risk-taking as crash causes for young drivers.  This could possibly take a similar 
social marketing approach as that currently being used in television/print 
advertisements to influence young people’s behaviour in relation to alcohol use. 
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Table 4.6: Risky behaviours reported by young adults (n = 202) after consuming 2 or more 
alcoholic drinks in previous hour 
 
Question stem: In the last 12 months did you undertake any of the following activities after 
having consumed 2 or more alcoholic drinks in the previous hour? [each option read out, 





Walked for transport on public roads/footpaths 138 (68.3) 
Went swimming 64 (31.7) 
Verbally abused someone 53 (26.2) 
Been a passenger in a motor vehicle driven by someone who has been consuming 
alcohol 50 (24.8) 
Drove a motor vehicle (includes motorcycle, scooter or moped) 23 (11.4) 
Gotten into a physical fight with someone 19 (9.4) 
Cycled or rollerbladed on public roads/footpaths 18 (8.9) 
Went to work 17 (8.4) 
Deliberately broke or damaged things 12 (5.9) 
Operated heavy machinery 6 (3.0) 
Operated a boat 6 (3.0) 
There was a significant effect for gender in relation to risk taking under the influence 
of alcohol [χ2 (6, N = 202) = 22.95, p = .001], with 73% of the non-risk takers being 
women while all of those who admitted to six or more risky behaviours were young 
men. 
Taken together, the above results suggest that young people’s (particularly young 
men’s) risk taking behaviour associated with alcohol consumption should be targeted 






More tailored approaches to the higher risk taking group (the 5% who admit to 6 or 
more risky behaviours) may need to be designed as this group is likely to be more 
difficult to reach and more resistant to influence.  For this group, a better 
understanding of their perspectives on risk taking in relation to alcohol consumption 
is probably needed before interventions are likely to be effective. 
 
Recommendation 4.18  
A social marketing approach to raising young people’s awareness of the 
consequences of risky behaviour post alcohol consumption, particularly that of drink 
walking or swimming (both young men and young women) should be considered.  










Table 4.7: Number of risky behaviours young adults reported engaging in after consuming 2 or 
more alcoholic drinks in previous hour (n = 202) 
 Frequency  
Number of risky behaviours Men Women  Total n (%) 
None 10  27 37 (18.3) 
1 26 33 59 (29.2) 
2 16 30 46 (22.8) 
3 11 12 23 (11.4) 
4 10 7 17 (8.4) 
5 7 3 10 (5.0) 
6 or more 10 0 10 (5.0) 
Total 90 112 202 (100) 
 
4.5.6 Mid-age adults 25-64 
There were 253 participants in the 25-64 years age group.  Of these, 128 were from 
metropolitan locations (50.6%), 100 from regional locations (39.5%) and 25 lived in 
rural locations (9.9%).  
The question module for mid-aged adults first investigated beliefs regarding 
workplace injuries, including those age groups perceived to be most at-risk and 
situational predictors.  A series of questions then explored the participant’s current 
levels of physical activity, the kinds of activities undertaken and perceived barriers to 
increasing activity levels.  Finally, two questions sought to examine levels of alcohol 
consumption and engagement in potentially risky activities after alcohol consumption 
Recommendation 4.19  
To reduce the risk of injury to high risk takers, supporting further research 
investigating the perspectives of young men towards risk taking in association with 
alcohol should be considered.  Such research could involve the application of 
successful approaches from other disciplines or the commissioning of new research 
that explores risk perception, barriers and facilitators to risky behaviour associated 
with alcohol consumption or other relevant issues. 
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among people in this age group. 
Injuries in the workplace  
A large proportion of the group correctly believed that young adults aged 18-24 were 
the group most often injured in the workplace (37.2%), followed closely by adults 
their own age (33.2%).  Adolescents aged 13-17 years (7.5%) and older adults aged 
over 65 years (3.2%) were perceived to be less at-risk.  Only 5.1% believed 
individuals were at equal risk regardless of their age.  The majority of workplace 
injuries were believed to occur on building, construction or mining sites (39.1%) or 
where heavy machinery is used (24.9%).  Fewer workplace injuries were believed to 
occur in factories (5%), garages or workshops (2%), on the road or while driving 
(2%), or when engaging in heavy lifting (1.6%).  This perception is consistent with 
data on the industries most commonly associated with workplace injury.  However, 
road crashes are most common form of work-related death in Australia (Austroads, 
2008) and comprise a significant proportion of serious work-related injuries.  
Participants appeared to be unaware of the risks associated with work-related driving. 
Participants were also questioned regarding the inevitability of workplace injuries.  A 
large proportion of mid-aged adults were of the view that workplace injury is 
preventable.  Only 4% of participants thought nothing can be done to prevent such 
injuries while 45.1% “strongly disagreed” with this view, suggesting that they 
believed work-place injuries are preventable.  The intensity of response to this 
question suggests that mid-age adults feel very strongly about this issue and that there 
is probably a favourable climate for more prevention efforts to be undertaken, 
particularly at the workplace level. 
Comparison of younger and mid-age adults on work-related injury responses.   
Young adults 18- 24 years identified mid-age workers and mid age adults 25-64 
identified young adults as the age groups most often seriously injured in work-related 
incidents.  Participants in both age groups identified building, construction or mining 
as the environments where these injuries most often occurred followed by places 
where heavy machinery is used.  Mid-age adults were more inclined than young 
adults to strongly disagree that work-related injury is inevitable (45% vs 32% 
respectively), though a further 27% and 30% (respectively) disagreed less strongly.   
Young adults’ perceptions that they are at less risk of work-related injury is at odds 
with the injury data for Queensland (see QISU report number 53) and this perception 
may be contributing to their greater risk.  Moreover, neither mid-age nor young adults 
correctly identified work-related driving or road use as a high risk activity yet road 
crashes are the largest single contributor to workplace fatalities and are also strongly 
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represented among injuries.  This misperception bears further exploration to identify 







Exercise and activity 
The majority of mid-aged adults reported that they undertook physical activities or 
exercise (83.4%) while the remaining 16.6% reported that they did not.  As Table 4.8 
shows, of the 211 that responded positively, the most common type of activity was 
walking (63.2%) followed by exercise at the gym (14.2%) and exercise at home 
(14.2%).  Other activities reported were organised sports (10.3%), non-organised 
sports (12.3%), swimming (11.1%), cycling (10.7%) and jogging (6.7%).  More than 
one in ten also engaged in other activities such as fishing (13.4%).  Over one third of 
the active mid-age adults (38%) reported engaging in two or more activities and 
almost a quarter (52/211) said they engaged in three or more types of activity.  The 
majority (61.1%) of those who undertook physical activity did so 3-6 times a week, 
while 25.1% did so daily, 12.3% on one or two days a week and only 1.4% undertook 
activities less than one day a week.  The main reason for not being involved in 
physical activities was a lack of time (38.1%), followed by a lack of interest (31%) 
and ill health or disability (21.4%).  Some participants claimed they felt they were 
active enough (7.1%).  For the whole group (physically active and non-active), 
walking was also the most likely form of activity (41.5%) they would do if they 
decided to be more active.  This was followed by swimming (11.5%), cycling (8.7%) 
exercising at home (7.5%), and exercising at the gym (7.1%). 
The high proportion of this age group who reported undertaking physical activity is 
encouraging, though it should be borne in mind that “walking” was the most common 
activity named.  As we are unsure how much walking people undertook, it may not 
indicate as much activity as is desirable for preventive effect.  However, almost one in 
four participants said they were undertaking multiple activities and this probably 
indicates a moderate or better level of physical activity.   
The opportunity exists to capitalise on the positive views of walking as an activity that 
Recommendation 4.20  
The QIPC liaise with key occupational health and safety bodies (such as Workers 
Compensation) to strengthen work-related driving in the OH&S agenda and 
encourage workplace level interventions 
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may both improve health in the shorter term whilst also helping to establish a habit of 









Table 4.8. Type of activity mid-aged adults (25-64 years) report undertaking (n = 253) 
Type of activity (multiple 
responses permitted) Frequency % of total 
 Males Females All persons  
None 19 23 42 16.6 
Walking 60 100 160 63.2 
Exercise at the gym 14 22 36 14.2 
Exercise at home 10 26 36 14.2 
Non-organised sport (e.g., 
golf, etc) 
20 12 31 12.3 
Swimming 11 17 28 11.1 
Cycling 15 12 27 10.7 
Organised sport (e.g., 
football, etc) 
18 7 26 10.3 
Jogging 8 9 17 6.7 
Exercise in a group (e.g., 
yoga, etc) 
6 3 9 3.6 
Dancing 1 3 4 1.6 
Other (e.g., fishing, etc) 19 15 34 13.4 
 
Recommendation 4.21  
The QIPC should consider funding research to investigate the most acceptable ways 
to increase walking behaviour among members of this age group as well as barriers 
and facilitators to greater levels of walking.   
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Alcohol and risk taking  
The final questions in this section asked mid-aged adults whether they consumed 
alcohol, and for those who did, whether they had engaged in a series of behaviours 
after having two or more alcoholic drinks in the previous hour.  Results for this 
question are presented in Table 4.9 below.  Two-thirds (66.8%) of the group reported 
that they consumed alcohol.  As can be seen in Table 4.9, the most common risky 
behaviours reported were walking for transport on public roads or footpaths, being a 
passenger in a motor vehicle driven by a driver who had consumed alcohol in the 
previous hour and driving a motor vehicle.  A number of participants had also 
verbally abused someone, gone swimming, and gone to work.  Operating a boat, 
deliberately damaging property, cycling or rollerblading on public roads or footpaths, 
engaging in physical fights and operating heavy machinery were much less common 
behaviours.  
 
Table 4.9: Risky behaviours reported by mid-aged adults (n = 169) after consuming 2 or more 
alcoholic drinks in previous hour 
Question stem: In the last 12 months did you undertake any of the following activities 
after having consumed 2 or more alcoholic drinks in the previous hour? [each option read 




Walked for transport on public roads/footpaths 63 (37.3) 
Went swimming 11 (6.5) 
Verbally abused someone 14 (8.3) 
Been a passenger in a motor vehicle driven by someone who has been consuming 
alcohol 42 (24.9) 
Drove a motor vehicle (includes motorcycle, scooter or moped) 27 (16.1) 
Gotten into a physical fight with someone 2 (1.2) 
Cycled or rollerbladed on public roads/footpaths 3 (1.8) 
Went to work 7 (4.2) 
Deliberately broke or damaged things 3 (1.8) 
Operated heavy machinery 1 (0.6) 
Operated a boat 5 (3.0) 
 
Almost half (43.4%) of mid-aged adults did not admit to any of the risky behaviours 
presented to them (see Table 4.10).  A further 33.7% had engaged in only one risky 
behaviour in the past year, while 11.4% had engaged in two risky behaviours, and 
5.4% in three behaviours.  Only 6% admitted to engaging in four or more behaviours, 
while only two individuals (1.2%) admitted to six or more.   
Injury Prevention in Queensland – Report to QIPC from CARRS-Q 2009  91
The effect of gender on risk taking under the influence of alcohol approached 
significance [χ2 (6, N = 166) = 12.52, p = .051].  Women were more likely to be non-
risk takers than men (56.6% vs 30.1%).  Compared to women, more men reported 
engaging in a single risky behaviour (26.5% vs 40.1%) and two risky behaviours 
(7.2% vs 15.7%) in the previous 12 months.   
Relatively equal numbers of men and women reported engaging in three or more risky 
behaviours.  There were no significant differences based on residence, annual 
household income, education or employment status.  
Comparison of younger and mid-age adults on responses to alcohol and risk-taking 
Young adults 18-24 years old and mid aged adults 25-64 years old were asked the 
same questions in relation to alcohol consumption and risky activities after consuming 
alcohol.  A smaller proportion of mid aged adults reported that they drank alcohol 
compared to the young adults (67% vs 80% respectively).  A greater proportion of 
young adult drinkers was inclined to engage in a greater number and wider variety of 
risky behaviours after consuming alcohol compared to mid-age adults.   
For mid-aged adults, risky behaviours following alcohol consumption were primarily 
transport related: walking for transport, being a passenger in a car with someone who 
has been consuming alcohol, and driving.  Young adult risky behaviours were more 
varied and included recreational activities such as swimming.   
The apparent difference between men and women in risk taking associated with 
alcohol use appears to persist from younger age into the mid-age bracket.  However, 
though gender differences were apparent for both age groups, the common behaviours 
of walking for transport and being a passenger with someone who has been drinking 
warrant prevention attention that is targeted at both sexes.  In addition, young adults 
appear unaware of, or unmotivated by, the risks associated with swimming after 







Recommendation 4.22  
The QIPC consider funding a social marketing approach to reducing the incidence 
of drink walking.  This may need to target younger (18-24 year olds) mid-age (25-64 
years) adults differently.  This approach should address the need to plan less risky 
forms of transport. 
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Table 4.10: Number of risky behaviours mid-aged adults reported engaging in after consuming 2 
or more alcoholic drinks in previous hour by gender (n = 166) 
 Frequency  
Number of risky behaviours Men (n = 83) 
n (% of men) 
Women (n = 83) 
n (% of women) 
Total  
n (%) 
None 25 (30.1) 47 (56.6) 72 (43.4) 
1 34 (40.1) 22 (26.5) 56 (33.7) 
2 13 (15.7) 6 (7.2) 19 (11.5) 
3 5 (6.0) 4 (4.8) 9 (5.4) 
4 2 (2.4) 1 (1.2) 3 (1.8) 
5 3 (3.6) 2 (2.4) 5 (3.0) 
6 or more 1 (1.2) 1 (1.2) 2 (1.2) 
Total 83 83 166 (100) 
 
4.5.7 Older adults aged 65 years or older 
The question module for older adults began by exploring current levels of physical 
activity among people in this group, the kinds of activities undertaken and perceived 
barriers to increasing activity levels.  Three further questions sought to examine older 
people’s attitudes to falls and two questions were about changes that the older person 
may have made to his or her lifestyle or home environment with the intention of 
reducing the risk of falling. 
There were 253 participants in the 65 years or older age group.  Of these, 126 were 
from metropolitan locations, 101 from regional locations and 26 lived in rural 
locations, consistent with the overall sampling strategy.  A large proportion of these 
participants said they did undertake some form of physical activity (79%), with the 
remaining 21% indicating they did not.  Those who said they were not engaged in any 
physical activities were asked subsequent questions to try to determine barriers to 
being active.  For this group, the most common reason (61%) given for not being 
active was ill health, followed by beliefs that “I’m active enough” (24%), not being 
interested in activity (7%) or being too busy (4%).  Of those with poor health, 79% 
responded yes to the follow-up question “would you seriously consider doing a 
program of exercise or doing more exercise if your health allowed it?” suggesting that 
a major barrier to activity is the state of the older person’s health.   
Older people who indicated that they did exercise were asked to indicate all the types 
of activities they undertook (multiple responses were permitted).  Responses are 
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displayed in Table 4.11.  Of the 199 who responded positively, most walked (76%), 
with the next most popular activity being exercising at home (12%), bowls (10%) and 
swimming or golf (7% each).  There were 63 people who only walked (32%), while 
over 45% of the active participants undertook more than one form of activity.  Most 
commonly this was reported to be walking plus exercises at home, bowls, golf, 
swimming or gardening.  Almost 15% (29/199) of the exercisers said they engaged in 
three or more types of exercise.  For the whole group of older adults (those who were 
active and those who weren’t), walking was also the most likely activity (47%) they 
would do if they decided to do more exercise.  This was followed by exercising at 
home (22%), swimming (18%), exercising in a group (9%) and dancing (9%). 
Those who said they exercised appeared to be fairly active, with 81% indicating that 
they exercised on three or more days per week.  Only 17% said they exercised on only 
one or two days per week and a small proportion (2%) exercised less frequently than 
this.   
 
Table 4.11: Type of exercise older adults (65 years and older) reported undertaking (n = 253) 
Type of exercise (multiple responses 
permitted) Frequency %  
None 54 21.0 
Walking 153 79.0 
Exercising by self 24 9.5 
Bowls 19 7.5 
Swimming 17 6.7 
Golf 17 6.7 
Dancing 13 5.1 
Gardening 15 5.9 
Exercising in a group 12 4.7 
Other (eg cycling, tai chi, aqua aerobics etc) 48 18.9 
 
The levels of activity reported by this group are encouraging.  However, as with the 
mid-age adults, the most common activity was walking.  As we have no real measure 
of how much walking is being undertaken or at what intensity, there is no way to be 
sure how much benefit is being derived as a result.  While 36% of the all the older 
adults reported being involved in two or more activities, a large proportion were not 
active (21%).  A further 25% reported that they only engaged in walking (25%), 
suggesting that around 46% of older adults may be undertaking only minimal activity.  
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This is of concern in terms of health and falling risk.  Moreover, only 9% reported 
that they might undertake exercises in a group supporting the conclusion that centre-
based activity programs are unlikely to be successful as a way of increasing the 
activity levels of people in this age group.  Community-based walking activity 
interventions may be more acceptable and more likely to generate a better level of 






Beliefs in relation to falls  
Participants were presented with the following statement about falls “older people fall 
and there is nothing that can be done about it” and asked to rate their level of 
agreement on a 10 point scale (1= strongly disagree to 10 = strongly agree).  Over 
47% of the older adults agreed with this statement (rating 6 or above), while a further 
17% appeared to be neutral (rating of 5).  Around one in seven older adults (14%) 
strongly disagreed with the statement, with a further 22% disagreeing at less intense 
levels (ratings of 2 to 4).   
As well as tending to see falls as somewhat inevitable, 81% of the older adults agreed 
that “older people in general worry about falling”.  However, only 40% reported that 
they personally were worried about falling. 
A large proportion (63%) had changed something about their home or lifestyle in 
order to prevent falls.  A number of different possible actions were presented to those 
who indicated they had acted to prevent falls including “had my eyes tested”, 
“changed my medication”, “installed safety items” such as non-slip mats, grab rails or 
ramps.  The most common action was installing safety items, which 75% said they 
had done or had done for them.  Thirty-three percent said they had altered their 
behaviour (eg. starting to wear shoes in the house) and 28% reported having their eyes 
tested. 
Together these responses suggest that those older adults in our sample believed 
themselves to be active and had undertaken steps to prevent falls.  This is consistent 
with their earlier responses in relation to the preventability of in-home injury and with 
Recommendation 4.23  
QIPC consider examining the feasibility and potential benefits of supporting 
community-based walking programs with balance and strengthening warm-ups and 
cool-downs included 
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ratings of agreement from this age group that they could make a difference to their 
safety in the home.  However, there is also some evidence that they consider falls to 
be more of a concern for older people in general, than for themselves, and that they 
tend to see falls as inevitable, even though they take steps to prevent them.  They are 
also more likely to agree that other people are afraid of falling than they are to agree 
that they are personally afraid of falling.  These discrepancies are of concern and 
suggest a need to intervene to raise older people’s understanding of the preventability 
of falls and the link between this and personal levels of stability.  One method of 
doing this may be to increase older adults’ exposure to proven effective measures 







In addition, recommendations from evaluations of Stay On Your Feet™ may also be 
useful.  In particular, a recent Queensland Health commissioned evaluation (Hughes 
et al, 2007) recommended that a population health approach to falls prevention be 
adopted in addition to the current clinical approach.  Such a change would see an 
increased focus on more distal causal factors, such as activity levels and nutrition, that 
would have benefits for long term health more generally and for falls prevention in 
particular.   
 
4.6 VALIDITY OF THE RESPONSES 
In the absence of objective data about the actual behaviour of participants, it is clearly 
difficult to assess the extent to which their responses to the CATI may have been 
affected by a social desirability bias.  However, responses to the alcohol questions 
showed that the majority of participants were willing to admit to partaking in 
potentially risky behaviours after consuming more than two alcoholic drinks.  The 
relatively low level of alcohol consumption that was described in this question may 
have led to more open responding than if the question was posed in terms of an 
amount of alcohol that might be considered socially undesirable, such as 5 or 10 
Recommendation 4.24  
The QIPC support measures at the community level to increase the reach of 
evidence based falls prevention interventions such as Stay On Your Feet™.  This 
may involve funding community bodies and providing expertise in relation to the 
sorts of activities they could undertake with older people.  
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drinks, or was posed in terms of an illegal blood alcohol concentration.    
There was potential for social desirability to influence the responses of parents 
regarding the ways in which their children were restrained in cars.  However, the 
results are consistent with the patterns found in observational studies, providing some 
confidence in their validity.   
Some concern has been expressed in the past regarding the accuracy of self-report in 
relation to exercise and physical activity, with overestimation being common.  This 
may be the case in our survey.  About 80% of older aged people reported that they 
undertook physical activity.  This seems somewhat high, but as noted previously, 
walking was specifically included as an activity and it was the most commonly 
reported physical activity for both mid-aged adults and older adults.  The walking 
reported may have included incidental walking and walking for transport, both of 
which are likely to be relatively common and thus to inflate participants’ estimations 
of their own activity levels.  However, as discussed in the relevant sections, 
substantial proportions of each group reported engaging in other activities in addition 
to walking.  The percentage who report involvement in more than one activity may 
provide a more conservative estimate of the percentage of mid-age and older adults 
who are physically active.  Our survey suggests that this percentage is in the order of 
32% for mid-age and 36% for the older adults.  The similarity between these 
percentages suggests that low levels of activity begin to manifest in middle age and 
that interventions to increase activity may need to be delivered before people become 
older adults.   
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5. INJURY PREVENTION ACTIVITIES IN QUEENSLAND  
As part of Objective 3 (see Section 1.2), this project sought to list all the injury 
prevention activities in the State.  A further intention was to provide some measure of 
the extent to which these might be regarded as effective in addressing the injury issues 
they target.  This aspect was accomplished through review of the literature on injury 
prevention interventions.  The review was restricted to material that either provided a 
comprehensive and systematic review of an intervention type (eg Cochrane reviews) 
or meta analyses.  Further details of these reviews can be found in Appendix 6. 
Given the short time frame for this project, it was deemed beyond the scope to 
provide definitive assessments of the effectiveness of any program or intervention.  
However, based on the evidence from the international and Australian research 
literature, the section that deals with “Best Buys” can be read in conjunction with the 
current section to get a sense of how particular activities are likely to fare in terms of 
their effectiveness. 
5.1 INJURY PREVENTION PROGRAMS IN QUEENSLAND 
For this part of the project, a list of Queensland injury prevention activities was 
sought.  An email advertising the project and requesting that anyone involved in 
injury prevention send details of any programs or interventions to us was distributed 
through Queensland Health contacts and via managers of other health related email 
lists.  An internet search using Google and search terms associated with injury was 
also used to try to generate possible programs to follow up.  Entrants to the 
Queensland Road Safety Awards for 2007 and 2008 were checked for those that were 
based on injury prevention.  In addition, websites associated with particular injury 
issues (eg. Kidsafe) were searched for possible programs or interventions.  From this 
a set of descriptions of programs was produced (see Appendix 5).   
Below, Table 5.1 lists all of the injury prevention programs or interventions for 
Queensland that we were made aware of during the data gathering phase of the 
project.  Where a range of separate programs were undertaken by the one umbrella 
organisation (e.g. current or potential Safe Communities), the individual programs 
have been listed separately in the table.  It should be noted that the number of 
individual programs addressing a particular injury problem for a particular age group 
may not accurately reflect the total amount of effort and resources that the issue is 
receiving, because the size of programs can differ markedly (and information may not 
have been provided about some programs).  Given the sheer volume of material, each 
program/intervention has been numbered and then allocated to an age group and 
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injury issue according to the descriptions available.  These numbers appear in the 
table.  More detailed information on each activity can be found in Appendix 5.   
Reassuringly, the table shows most programs targeted at working adults focused on 
prevention of transport and work-related injury, the injury problems that were 
previously identified as most important for this group.   
There is a cluster of programs addressing play and sport injuries in children aged 0-
15.  Many of the programs, particularly for the younger age groups, primarily aim to 
promote physical activity and incorporate an injury prevention component (e.g. 
advising on developmentally appropriate activities).  Parks and sporting areas were 
identified as common injury locations for older children in Section 2 and many of the 
programs identified seek to improve the safety of playground equipment.  Relatively 
few programs directly address reducing sporting injuries.  This is somewhat surprising 
given the number of injuries that occur to both adults and children from sporting 
activities even though many may not require medical attention. 
A number of agencies throughout Queensland provided information about initiatives 
they are undertaking to prevent falls and several themes emerged from these 
interventions.  Firstly, few community interventions appear to be informed by the 
literature or by evidence.  There are notable exceptions to this, where interventions 
have included evidence-based material especially that based on Stay On Your FeetTM. 
Many of the falls programs or interventions undertaken in Queensland use an 
information and/or expert advice approach.  Several of the programs use a multi-
pronged approach combining information, activities, environmental audits and 
adapting environments/equipment, but these types of multi-pronged interventions are 
in the minority.   
Whilst a small number of programs are collecting information on numbers accessing 
the program, few programs report using more formalised evaluation strategies.  A 
notable exception is “The Community Rehabilitation Service – Falls Prevention 
Intervention”.  The “Falls Injury Prevention Program” indicates that evaluations will 
be carried out in 2009 and 2012. 
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Table 5.1: Injury prevention programs and interventions available in Queensland by age group and injury issue targeted  
 AGE GROUP 
Injury issue 0-4 5-9 10-15 16-17 18-25 26-64 65+ Tourists (incl 
working visas) 
All 
Transport 7,  8,  34,    33,  34, 36,  39,  40,  41,  43,   
33,  34, 36,  39,  
40, 41,  43,  44,   
36, 41, 44,  64,  
76,   
1,  47,  48,  49,  
50,  51,  52,  53,  
54,  55,  56,  57,  
58,  59,  60,  61,  
62,  63,  76,  
1,  47, 48,  49,  50,  
51,  52,  53,  54,  
55,  56,  57,  58,  
60,  61, 62,  63,  
76,  
1,  47,  48,  49,  
50,  51,  52,  53,  
54,  55,  56,  57,  
58,  60,  61,  62,  
63,  76,  
47,  50,  51,  53,  
56,  59,  76,      86,  103,   
Water  21,  22, 23,  24,  26,  95,    
21,  22,  24,  25,  
36,  46,  96,  98,  
99,    
25,  36,  44,  46,  
94,  96,  97,  98,  
99,    
36,  44,  46,  94,  
97,    46,  94,  97,   89,  94,  97,    89,  94,  97,    
82 (except 
tourists),  87,  88,   
90,  91,  92,  93,  
100,  101,  107,        
Poisoning 19,  20, 19,  20, 19,         
Burns 28,  29,  31,   27,  29,    29,      65,    83 (except tourists),  84,  85,   
In-home injury 9,  10,  11,  13,  14,     
9,  10,  11,  13,  




(e.g. furniture) 10,  14,  80,    10,  14,          
Play and sport 12,  16,  18,  34,  37,  38,  45,  
12,  16,  17,  34,  
35,  36, 37,  38,  
45,  46,  106,   
16, 17,  34,  35,  
36,  37,  38,  45,  
46,  81,  106,   
17,  35,  36,  46,  
81,  106,   81,  106,   105,  106,   105,  106,    
104,  113 (except 
tourists) 
“Product 
safety” 10,  18,  38,  45,  10,  38,  45,  106,    38,  45,  106,   76,  106,   76,  106,   76,  106,   76, 106,   76, 103,   
Work  36,  36,  
36,  76,  77,  78,  
79,  108,  109,  
110,  111,  112,  
114, 115,     
50,  51,  53,  54,  
54,  61,  76,  77,  
78,  79,  108,  109,  
110, 111,  112,  
114, 115,      
50,  51,  53,  54,  
54,  61,  76,  77,  
78,  79,  108,  109,  
110,  111,  112,  
114,  115,    
50,  51,  53,  54,  
54,  61,  76,  77,  
78,  79,  108,  109,  
110,  111,  112,  
114,  115,     
50,  51, 53,  76,  
77,   78,   79,  108,  
109,  110,  111,  
112,  114,  115,   
 
Falls  36,  36,  36,    74,  
66, 67,  68,  69,  
70,  71,   72,  73,  
74,  75,    
  
Alcohol misuse  36,  36,  36,   
2,  3,  4,  5,  47,  
48,  49, 119, 120, 
121, 122, 123, 124  
2,  3,  4,  5,  47,  
48,  49, 119, 120, 
121, 122, 123, 124 
2,  3,  4,  5,  47,  
48, 49, 120, 121, 
122, 123, 124  
2,  47,   
All 9,  11,  42,   9,   11,  15,  16,  42,   15,  16,  42,  116,    116, 116, 116, 116,   
 Lennon, Haworth, Titchener, Siskind, McKenzie, FitzGerald, Clark, Sheehan & Edmonston 100
Information may play an important role in raising awareness and may smooth the way 
for policy interventions (e.g. safe playground areas) or legislation (pool fencing 
legislation). More information is required on the ‘know-do’ gap in relation to injury 
prevention in general and falls prevention in particular.  
There were very few all-age, all-injury prevention programs.  This is probably not 
surprising given that such programs would be generally costly and difficult to 
implement and therefore beyond the resources of most community groups to 
contemplate.  It is also likely that most communities have particular injury issues 
which are more salient than others and therefore an all-age, all-injury approach may 
be an inefficient use of limited resources.  As such, the QIPC could encourage the 
development of a Queensland community safety strategy. There is evidence that 
community-based programs are generally more successful in establishing a 
community wide culture of safety which supports the infrastructure changes and 
enforcement strategies that have proven effect.  To that end a definitive community 
engagement strategy should be promoted by the QIPC.  Such a strategy could be 
based on the guidelines provided by the WHO Safe Communities framework.  
International WHO endorsement may not be necessary and a state based approach 
similar to that which occurs in Canada may be more appropriate. 
5.2 THEMES FROM THE LITERATURE ON INJURY INTERVENTION 
5.2.1 Classifying interventions 
In reviewing the literature in injury prevention we identified a range of programs 
throughout the world which are aimed at reducing the impact of injury on the 
community.  There are a number of ways in which these can usefully be categorised.  
One categorisation is through the type of organisation responsible for the initiative as 
follows: 
• Whole of Government programs developed with policy or even legislative 
support and funding. 
• Government agency programs such as those developed and implemented by 
the Transport or Health departments which are intended to support the work of 
those agencies. 
• Programs developed by non-government agencies which are generally 
designed to support the interest of that agency; for example life saving groups. 
• Community based programs often with an "all hazards" approach designed to 
create a culture of safety within the community and support changes to 
community infrastructure. 
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• Commercial programs designed around education or provision of goods and 
services which have a safety focus. 
• Individual highly specialised programs run by individuals or community 
groups which address a particular risk, for example Sudden Infant Death 
Syndrome. 
The aims of these programs are commonly directed at reducing the incidence or 
impact of injury although their objectives are highly varied.  However a focus on 
reducing incidence alone, would, on the basis of our research, suggest that many of 
the programs currently operating within the community would not satisfy a "cost 
effectiveness" analysis.  These programs may continue to be justified on the basis of 
an idiosyncratic rationale ("if it only saved one life").  However in public policy 
terms and in an environment of limited resources it is necessary to ensure the 
resources of the community, including  both individual energy and money, is put to 
the best use and collaborative approaches may result in more effective outcomes than 
competing under-resourced programs. 
An alternative way of viewing initiatives is according the conceptual approach taken.  
We offer the following as one classification: 
1. Holistic approaches which take a whole of risk and whole of community 
approach to reducing injury rates.  Holistic programs are generally community 
focussed.  Community is often difficult to define and may be usefully thought 
of geographically (eg. the Mackay community) or by commonality of interest 
(eg. the school community). 
2. Risk based approaches which seek to address the underlying hazards that lead 
to injury. (e.g. alcohol programs). 
3. Programmatic approaches which address particular issues or circumstances.  . 
5.2.2 Conclusions from the systematic reviews and meta-analyses 
Several conclusions can be drawn from the review of the meta-analyses and 
systematic reviews that formed part of this research.  In particular, many of the 
authors noted the lack of systematic approaches to the study of injury prevention and 
a tendency for evaluation to be nonexistent or non-systematic.  This suggests an 
overall need in the area for better planning in relation to the evaluation of programs or 
interventions and the inclusion of evaluation in the budgeting related to funding of 
such measures.   
In addition, the following conclusions are relevant to future efforts in injury 
prevention: 
1. Training programs tend not to reduce injury rates and should be designed very 
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carefully in order to ensure that they do not produce unintended consequences 
such as premature exposure (eg cyclists under 10 years) or overconfidence 
(novice driver training).  For example,  
• Training of pedestrians may alter some risk taking behaviour but does 
not alter injury rates. 
• There is no evidence that post-licence education prevents road crashes 
or injuries 
• Educational programs amongst agricultural workers do not alter 
farming injury rates. 
• There is no evidence that home safety programs reduce injury rates. 
• School based injury prevention programs increase awareness but there 
is little evidence of reduced injury rates 
2. Enforcement of existing legislation tends to be effective in addressing injury.  
For instance greater enforcement has resulted in a reduction of road 
casualties, tractor injuries and drownings in domestic pools.  It has also 
increased the rate of the installation of smoke alarms, which may demonstrate 
an impact on deaths and injury from housefires over time. 
3. Infrastructure design changes to enhance safety or reduce hazards has been 
repeatedly shown to be beneficial.  For instance: 
• Traffic calming has been shown to reduce crash rates 
• Safer vehicle design and the inclusion of safety devices reduces the 
incidence and severity of injuries from road crashes 
• Safer school ground play equipment (minimum soft fall depths and 
impact absorbing surfaces; maximum heights for equipment) has been 
shown to reduce injury rates and severity  
4. Community based programs have been shown to be most effective in reducing 
injury rates.  Important aspects of their success include long term strategy, 
leadership, multiagency collaboration, targeting local needs, local injury 
surveillance and networking.  
In terms of reviews of specific injury types the following points are highlighted as 
relevant to future injury prevention efforts: 
1. Falls in the elderly.  Comprehensive, multifactorial and focussed risk 
reduction strategies for falls reduction in the elderly appear to have some 
effect in reducing injury rates, with the frailest and those with a history of 
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falling likely to benefit most.  The most effective measures appear to be: 
• increasing resilience through both exercise and balance training 
• tailored exercise involving muscle strengthening and balance 
retraining delivered by trained health professionals in the home 
environment.  There is some evidence that Tai Chi may be beneficial 
in this regard. 
• home hazard reduction 
• vision assessment 
• referral for medication review 
2. Falls in children.  Effective measures depend on the age group targeted.   
• For very young children (under 5 years), community-based 
comprehensive approaches appear the most effective (eg Safe 
Communities approach).  In addition, interventions targeting high risk, 
low SES families and conducted within the home appear to be 
effective in reducing child abuse.   
• For children of early school age (5-12 years), attention to playground 
equipment appears to be effective.  School-based skills, knowledge 
and first aid training demonstrates improved knowledge and skills in 
late primary children and reduced self report injury in early 
adolescents. 
3. Sport injuries in both children and adults are shown to be reduced by physical 
support such as mouth guards and head protection and by increased resilience 
and skill base through physical training.  However simple stretching has not 
been shown to reduce injury rates. 
4. Drowning in children. As mentioned above, pool fencing and enforcement of 
legislation relating to fencing have been shown to be effective in addressing 
drownings of toddlers in domestic pools.  For older children, school-based 
water education and swimming training is useful.  Public education 
programmes (which have an enormous range and are systematically covered 
in Australia by the Royal Life Saving Association Australia) have been shown 
to increase knowledge and awareness.  The presence of life-savers at beaches 
has been effective.   
5. Farm safety programs targeting farm managers and workers lead to increased 
awareness of hazards but there is no evidence that this enhanced awareness 
results in reduced injury rates.  Engineering changes such as roll-over 
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protective structures for tractors appear to be effective and farm-safety printed 
materials and strategies have been well received (though there is no evidence 
so far for effectiveness).  
In Australia, Farmsafe has worked with farmer groups and with the Australian 
Centre for Agricultural Health and Safety (ACAHS) to improve children’s 
safety on farms.  This currently takes the form of resources that are available 
to farm families and safety priorities that families are advised to enact on their 
own farms.  Research by the ACAHS found that there has been a substantial 
reduction in toddler drownings on farms since the 1990s suggesting that 
measures to prevent this type of injury have had a positive impact.  However, 
drowning is still the leading cause of child deaths on farms, with children 
under 5 years at most risk.  In addition, all terrain vehicles (quad bikes, 4 
wheeled motorbikes) account for a high proportion of the injuries and deaths 
to 5-14 year olds on farms.  
6. Alcohol-related injury. Interventions have been found to be effective when 
they target problem drinkers.  Moreover, this kind of intervention reduces a 
wide variety of injuries.  In addition, enforcement of drink-driving legislation 
through Random Breath Testing has been very effective.  There is promising 
evidence for liquor outlet management interventions such as lockouts and 
responsible service of alcohol.   
7. Road crash-related injury.  Australian jurisdictions have been world leaders 
in the implementation of effective legislative controls to combat road crash-
related injury.  Many of the successful legislative changes were preceded by 
campaigns to raise awareness and encourage voluntary uptake (e.g. bicycle 
helmet rebate schemes).  Adoption of legislation was facilitated by results of 
these campaigns.  Education campaigns have since been used to strengthen 
the effects of Police enforcement.  These learnings can serve as a model for 
other areas of injury prevention 
8. Parenting interventions may useful in ensuring risk modification in children's 
behaviour across a range of circumstances.  For example, programs to 
promote booster seat use by children have been shown to increase use and 
reduce injury rates. 
9. Comprehensive promotional programs increase the use of helmets amongst 
cyclists and reduce injuries through a combined program of awareness and 
enforcement.  Cyclist visibility is shown to increase awareness but it is not 
known if it reduces injury rates. 
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6. “BEST BUYS” IN INJURY PREVENTION FOR QUEENSLAND  
Earlier in this report, the major injury issues for Queensland were identified, then 
approaches to injury prevention were reviewed.  In this section, an attempt is made to 
identify which of the many measures reviewed earlier represent the best approach to 
the major injury issues.  These are the best buys in injury prevention for Queensland.  
These best buys will form the action items in an injury prevention strategy for 
Queensland.   
A best buy in injury prevention is a measure with the following features  
• It has the potential to substantially reduce the incidence and severity of a 
significant injury problem, or it will facilitate the implementation of a measure 
which will have this effect  
• It costs less to implement than the cost of the injuries saved 
• There is objective research to support the claims above  
• The measure is considered feasible for implementation in Queensland, in 
terms of the infrastructure required for delivery or community perceptions etc. 
• The benefits of this measure have not yet been fully realised in Queensland 
(for example, Random Breath Testing was introduced some years ago in 
Queensland and has prevented many injuries and fatalities from drink driving 
crashes, but there remains potential to improve the effectiveness of 
implementation.) 
Best buys can exist at different points on the injury prevention continuum, from 
education regarding the importance of an injury issue, to development of a preventive 
device, to ensuring widespread and effective use of a measure.  Promotion may 
accompany any of these stages.  The focus of this report has been on the nature of 
unintentional injuries to the general population in Queensland.  It is acknowledged 
that intentional injury and injury to particular sub-groups (e.g. indigenous people) are 
significant issues which deserve attention in their own right, but these were 
considered outside the scope of the work commissioned here.   
The best buys listed below are divided into the following priority injury areas that 
were identified earlier in this report with the addition of a further priority, safe work:   
• A safe childhood:  
o Drowning, poisoning, burns and scalds, and falls in 0-4 year olds; Car 
passenger injuries in 0-9 year olds 
• A safe youth:  
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o Falls in 5-15 year olds; Car driver and passenger injuries in 16-24 year 
olds; Contact injuries (particularly with persons) in males 10-18 
• Safe work: 
o Work-related injuries to 18-64 year olds (particularly road related and 
cutting/crushing injuries among males) 
• A safe old age:  
o Falls in 65+ year olds 
• Alcohol-related injuries to all ages 
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Table 6.1: Drowning, poisoning, burns and scalds, and falls in 0-4 year olds 
Problem Outcome Suggested Best Buys 
Drownings of under 2s in 
baths, buckets and toilets 
Increase parental supervision 
of babies while in the bath 
1. Promote parental awareness of need for 
constant ADULT supervision of babies 
during bathing.  This would need to 
address perceptions that older children 
(siblings) are capable of supervising a 
baby during water activities 
Drownings of toddlers in 
domestic swimming pools 
Increase proportion of pools 
complying with latest 
legislation in pool fencing 
1. Compulsory periodic inspections of pool 
fencing conducted by local authorities; 
2. Investigate feasibility of financial 
incentive scheme to encourage upgrading 
of fences by owners of pools governed by 
previous legislation;  
3. Encourage real estate agents to be 
proactive in their advice to clients 
intending to buy or sell properties with 
existing pools 
Drownings of toddlers in dams, 
creeks and other bodies of 
water 
Increase proportion of farms 
with play areas separated from 
water bodies 
1. Support Farmsafe to promote and 
encourage separately fenced play areas for 
children 
Poisoning by medications  Increase the proportion of 
medications that are 
inaccessible to toddlers 
1. Implement QISU recommendations to 
encourage pharmacists and prescribing 
doctors to advise patients more carefully 
on toxicity of medications and methods by 
which toddlers access them  
2. Conduct education campaigns which raise 
awareness among parents about 
opportunistic access to medications in use 
and encourage closer supervision of 
toddlers  
Poisoning by household 
cleaning products 
Increase the proportion of 
household cleaning products 
that are inaccessible to toddlers 
1. Support lobbying for improved national 
standards for safer closures on toxic 
cleaning products 
Burns and scalds by hot water Increase proportion of 
households with water 
temperatures limiters 
1. Investigate barriers to the implementation 
of recent hot water temperature limiting 
devices 
2. Use regular child health nurse visits to 
encourage water temperature limiting and 
installation of tap guards as well as to 
reinforce basic supervision principles for 
children and hot water 
Burns and scalds by hot 
beverages 
Reduce access to hot liquids by 
toddlers 
1. Raise parental awareness of hot beverages 
and hot tap water and locations (kitchen; 
bathroom) as the means by which children 
are most typically burned 
2. Encourage use of spill resistant mugs by 
parents 
3. Encourage parents to establish safe play 
areas for children while cooking to reduce 
opportunity for kitchen related burns 
Burns and scalds by house fires Reduce risk of injury due to 
housefires 
1. Encourage installation and regular testing 
of smoke alarms 
Falls from beds and tables Increase supervision of babies 
while on beds and tables 
1. Encourage child health nurses to raise 
parents’ awareness baby falls from beds 
and tables 
2. Encourage child health nurses to discuss 
with parents how to reduce injury risk 
associated with changing babies and naps 
on beds without rails 
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Table 6.2: Car passenger injuries in 0-9 year olds 
Problem Outcome Suggested Best Buys 
Unrestrained children injured 
in crashes 
Reduction in proportion of 
children who travel 
unrestrained 
1. Raise parental awareness, particularly in 
new parents and lower SES of dangers of 
children travelling unrestrained 
2. Consider provision of infant restraint hire 
as part of ‘baby bonus’ 
3. Encourage police to check restraint status 
of children in cars they stop for other 
purposes   
4. Encourage child health nurses to monitor 
compliance during routine health checks 
Injuries to inappropriately  
restrained children in crashes 
Increase in proportion of 
children who are appropriately 
restrained 
1. Raise parental awareness of minimum 
height needed for adult seat belt to provide 
good protection (e.g. height calendar or 
marker on car seat) 
2. Promote awareness of changes in 
legislation (once implemented) 
3. Encourage use of booster seats in 
appropriate-aged children beyond the 
minimum legislative requirements 
4. Consider incentives to encourage purchase 
and use of boosters in lowest SES groups 
Injuries to children travelling 
in the front seats of vehicles 
Reduction in proportion of 
children travelling in the front 
seat 
1. Raise parental awareness that injury risk in 
a crash is substantially greater in front seat 
than rear 
2. Raise parental awareness of risk of crashes 
during routine local trips and encourage 
maintenance of rear seating even for these 
types of trips 
3. Encourage schools to provide 
recognition/incentives for safer car travel 
to school 
4. Investigate feasibility of programs to help 
parents manage distracting interactions 
between children in cars (which sometimes 
underlie decision to place one child in the 
front) 
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Table 6.3: Falls in 5-15 year olds 
Problem Outcome Suggested Best Buys 
Fractures sustained by children 
falling from playground 
equipment 
Increase the degree of 
compliance with 
recommendations on softfall 
depth and playground 
equipment height 
1. Information to schools and local 
government regarding current best practice 
2. Encourage schools and local govt to 
implement better maintenance practices to 
ensure ongoing compliance 
Head injuries to children 
falling from bicycles 
 
Increase the effective use of 
bicycle helmets  
 
1. Develop social marketing to encourage 
helmet wearing by teens 
2. Encourage police to educate and enforce 
helmet wearing among primary school 
aged children 
3. Better educate parents of children 10-18 
about need for helmets and features of 
correct wearing 
Fractures sustained by children 
falling from bicycles and other 
wheeled recreational devices 
(WRDs) 
increase the use of wristguards 
by children riding bicycles and 
other wheeled devices  
 
1. Educate parents on the dangers of wheeled 
recreational devices and the benefits of 
wristguards in prevention 
2. Encourage parents to purchase wristguards 
when purchasing the WRD 
3. Conduct research regarding feasibility and 
effectiveness of wristguards for bicycle 
riders 
4. Raise parental awareness of need for 
supervised cycling for children under 10 
years on roadway 
5. Encourage schools to include age limits on 
unsupervised cycling to school and to 




Table 6.4: Contact injuries (particularly with persons) in males 10-64 
Problem Outcome Suggested Best Buys 
Head injuries due to contact 
during sporting/recreational 
activities 
 1. Encourage use of protective equipment  
(eg mouth guards) by all players  
Power tool injuries in males  1. Encourage use of basic protective 
equipment every time power tools are used 
(even at home) 
2. Encourage purchase of basic protective 
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Table 6.5: Car driver and passenger injuries in 16-24 year olds 
Problem Outcome Suggested Best Buys 
Injuries resulting from young  
driver crashes (whatever crash 
causation factor) 
Reduced injury severity in 
crashes 
1. Raise parental awareness of the benefits of 
cars with a high level of crash protection for 
young drivers 
Injuries resulting from crashes 
due to inexperience  
Increased experience under 
lower risk conditions 
1. Encourage parents to provide additional hours 
of supervised practice to learner drivers 
2. Encourage parents to continue to place 
restrictions (e.g. peer passenger and night-
time) on newly licensed drivers (including 
through parent-child contracts) 
Injuries resulting from crashes 
due to risk taking behaviour 
Reduced exposure to high-risk 
driving environments 
1. School-based programs to encourage 
protective behaviours among late adolescents 
2. Encourage parents to continue to place 
restrictions (e.g. peer passenger and night-
time) on newly licensed drivers (including 
through parent-child contracts) 
3. Raise parental awareness that crash risk is 
lower if young drivers continue to drive 
family car than purchase own car 
Injuries resulting from crashes 
due to non-use of restraints 
Increased levels of restraint use 
by young drivers and 
passengers 
1. Encourage police to conduct additional 
enforcement of seat belt wearing, particularly 
at night 
2. Encourage parents to include seat belt use in  




Table 6.6: Work-related injuries to 18-64 year olds 
Problem Outcome Suggested Best Buys 
Road crashes are the major 
cause of work-related fatalities 
and serious injuries  
Safer occupational road use 1. Promote purchase of safer work vehicles 
2. Publicise the legislative requirements and 
legal responsibilities of vehicles to be safe 
workplaces 
3. Encourage organisational incorporation of 
safe driving practices into job descriptions 
4. Encourage organisations to monitor effect of 
work practices (esp scheduling) on work 
related driving behaviours   
5. Encourage organizations to develop and 
implement driver fatigue management 
policies  
6. Encourage organisational monitoring of road 
traffic infringements/ offences 
Injuries from contact  1. Encourage appropriate training of younger 
workers esp in relation to safety practices 
2. Encourage organizations to monitor wearing 
of protective equipment by employees 
3. Encourage organizations to develop and 
implement fatigue management policies 
(especially for industries where shift work is 
involved) 
Cutting and crushing injuries   1. As with contact encourage appropriate 
training of younger workers esp in relation to 
safety practices especially in construction 
and service/retail industries 
2. Encourage organisations to develop and 
implement fatigue management policies 
(especially in industries where shift work is 
involved) 
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Table 6.7: Alcohol-related injuries to all ages 
Problem Outcome Suggested Best Buys 
Alcohol-related injuries to 16-
24 year olds 
Reduced exposure of young 
people to alcohol related injury 
risk 
• Investigate the feasibility of introducing a 
legal age for drinking and what age it 
should be 
Violence associated with 
alcohol environments 
Reduced exposure to alcohol-
related injury risk 
1. Encourage and support adoption of liquor 
outlet management strategies (eg. Lockouts) 
Alcohol dependence leading to 
high risk behaviours  
Reducing drink driving and 
violence that occur as a result 
of alcohol dependence 
1. Encourage magistrates to refer offenders to 
rehabilitation programs  
2. Extend current referral practices to first 
offenders 
3. Investigate feasibility of introducing brief 




Table 6.8: Falls in 65+ year olds 
Problem Outcome Suggested Best Buys 
Increased risk of falls in 
community dwelling elderly 
due to increased frailty 
Improved physical activity 
levels, balance and co-
ordination in elderly 
 
Reduced risk of injury from 
medication side effects or 
visual impairment 
1. Encourage greater adoption of evidence-
based, multi-factorial interventions that 
address exercise, balance, medication 
review, vision assessment and home hazard 
reduction 
2. Encourage and/or provide tailored exercise 
programs that develop muscle strength and 
balance 
3. Encourage/support/fund evaluations of such 
programs 
4. Encourage/provide support to promising 
existing programs eg.  
5. Encourage regular exercise in younger old eg 
community walking programs (similar to 
Heart Foundation programs) 
Increased risk of falls and hip 
fractures in institutionalised 
elderly 
Fewer falls and subsequent 
morbidity and mortality 
1. Encourage or mandate slip resistant surfaces 
in aged car facilities  
2. Encourage assessment for suitability of hip 
protectors 
3. Consider subsidizing provision of hip 
protectors 
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7.  FUTURE DIRECTIONS 
In 2007 the Queensland Government endorsed A Trauma Plan for Queensland which 
included the establishment of a Queensland Injury Prevention Council (QIPC) with 
the task of improving the quality and coordination of injury prevention. 
This section outlines some suggestions for the QIPC in approaching these tasks of 
improving quality and coordination. 
7.1 Strategic directions for the QIPC 
The results of the research reported in earlier sections point to the value of a state-
wide strategic approach to injury prevention.  It is recommended that that the QIPC 
undertake the following broad activities: 
• Identify and promote high priority areas for attention. 
• Advocate at a whole of community level for policy and legislative action. 
• Fund, or encourage the funding of, research which may help identify the most 
effective injury prevention programs and strategies. 
• Fund, or encourage the funding of, injury prevention initiatives that have a 
proven community benefit. 
• Foster collaboration and community and professional engagement.  
 
We propose that the QIPC identify and confirm the following five Priority Areas for 
its attention. These priorities are informed by the impact these areas have on the 
incidence of injury, the level of concern that these areas cause in the community, and 
the evidence based ability for interventions to have a significant impact. They also 
align with the Australian and Queensland Government identified priorities.   
• A safe childhood with particular focus on the elimination of unintentional 
injury, water safety and the safe transport of young children.   
• A safe youth with particular focus on safe driving, responsible use of alcohol 
and sensible public conduct. 
• A safe old age with particular focus on falls prevention and resilience. 
• Safe Aboriginal and Torres Strait Islander people with a particular focus 
on responsible use of alcohol and reduction of interpersonal violence. 
• Safe Rural and Remote Communities with a particular focus on farm safety, 
safe driving and safe infrastructure. 
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Principles of action: 
We propose that the QIPC adopt the following broad principles to underpin its 
actions. 
1. A conceptual framework for action. Change in the incidence and impact of injury 
is most likely to be achieved through a combination of strategies which aim: 
• To exact change in human behaviour that reduces the risk of injury 
particularly during at-risk times in the human life cycle. 
• To make changes in infrastructure, facility and equipment design and 
construction so that risk taking behaviours are less likely to result in injury. 
• To create a culture of safety within the community which in turn supports 
programs aimed at behavioural and infrastructural changes. 
2. Community and professional engagement through a Queensland community 
safety strategy. There is evidence that community based programs are generally 
more successful in establishing a community wide culture of safety which 
supports the infrastructure changes and enforcement strategies that have proven 
effect.  To that end a definitive community engagement strategy should be 
promoted by the QIPC.  Such a strategy could be based on the guidelines provided 
by the WHO Safe Communities framework.  International WHO endorsement 
may not be necessary and a state based approach similar to that which occurs in 
Canada may be more appropriate.  
We recommend that the QIPC establish its own community safety strategy in 
which the QIPC uses its reputation and influence to encourage communities to 
adopt a community safety culture, set up a community based network and support 
the implementation of local programs as well as state or nationally based 
strategies. Alternatively the WHO Safe Communities framework may be endorsed 
by the QIPC and provided with information and support. 
3. An evidence based approach to program development, monitoring and evaluation 
in which all programs are required to provide a rationale and evidence for 
implementation and to incorporate monitoring and evaluation as a condition of 
their continuance. 
4. A long-term strategic approach to program development and implementation. 
5. A multi-pronged approach to program design incorporating enforcement, 
education and infrastructure modification elements. 
6. An all agencies approach to program development and implementation. 
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7.1.1 Key strategies for the QIPC 
The following key strategies may form the basis of the QIPC future action.  
• Develop a Five-year Strategic Plan which includes both short term and long 
term strategies linked to the priority areas and to the principles of action.  A 
draft for consideration is attached as Appendix 7. 
• Develop a Research and Evaluation Plan which aims to: 
o Develop a better understanding of injury in Queensland 
o Measure the general effectiveness of injury prevention activities in 
Queensland 
o Evaluate specific interventions 
A draft Research and Evaluation Plan is attached as Appendix 8. 
• A community engagement strategy focussed on promoting a safety culture 
through a Queensland Community Safety Program 
• A program development strategy aimed at encouraging and supporting the 
development of new and resilient injury prevention programs. 
• Support for ongoing data collection to inform injury prevention policy, 
planning monitoring and evaluation. 
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